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BENADRYL Hydrochloride (diphen- 


hydramine hydrochloride, Parke-Davis). 


Kapseals® of 50 mg.; ¢ apsules of 25 mg.; 
Emplets® (enteric-coated tablets) of 50 
mg.;in aqueous solutions: Ampoules, 
50 mg. per ce.; 10- and 30-cc. Steri-Vials, 

10 mg. per ce. with 1:10,000 benzetho- 
nium chloride as a germicidal agent; 
Elixir, 10 mg. per 4 ce.; 2% Ointment 
(water-miscible base); Kapseals of 50 mg. 
BENADRYL HCl with 25 mg. ephedrine 
sulfate. INDICATIONS: Allergic diseases 


such as hay fever, allergic rhinitis, urti- 


earia, angioedema, bronchial asthma, 


serum sickness, atopic dermatitis, 
contact dermatitis, gastrointestinal 


allergy, vasomotor rhinitis, phys- 


ical allergies, and allergic transfusion re- 
actions, also postoperative nausea and vom- 
iting, motion sickness, parkinsonism, and 
quieting emotionally disturbed children. 
Parenteral administration is indicated 
where, in the judgment of the physician, 
prompt action is necessary and oral ther- 
apy would be inadequate. DOSAGE: Oral 
—adults, 25 to 50 mg. three or four times 
daily. Children, 1 or 2 teaspoonfuls of 
Elixir three or four times daily. Paren- 
teral—10 to 50 mg. intravenously or 
deeply intramuscularly, not to exceed 
100 mg. daily. High doses 

may be required in acute, gen- 
eralized or chronic urticaria, 


allergic eczema, bronchial 


asthma, and status asthmaticus 
PRECAUTION: Avoid subcutaneous o 


verivascular injection. Single parentera 


dosage greater than 100 mg. should b 
avoided, particularly in hypertension and 
cardiac disease, Products containing 
BENADRYL should be used cautiously 
with hypnoties or other sedatives; if atro- 
pine-like effeets are undesirable; or if the 
patient engages in activities requiring 
alertness or rapid, accurate response (such 
as driving). Ointment or Cream should 
not be applied to extensively denuded or 

weeping skin areas. Preparations con- 
taining ephedrine are subject to the 

same contraindications applicable to 


ephedrine alone. 


when allergy looms large in the life of your patient... 


relieves the symptoms of food allergy When the allergic patient 
can't resist eating an offending food, the ensuing punishment is often out 
of all proportion to the nature of the “crime.” In such cases, BENADRYL 
provides a twofold therapeutic approach to the management of distressing 
symptoms, 

antihistaminiec action A potent histamine antagonist, BENADRYL 
breaks the cycle of allergic response, thereby relieving gastrointestinal 
upset, urticaria, edema, pruritus, and coryza. 

antispasmodic action Because of its inherent atropine-like proper- 
ties, BENADRYL affords concurrent relief 


of gastrointestinal spasm, abdominal pain, PARKE-DAVIS 


nausea, and vomiting. PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


antihistaminic-antispasmodic 
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intestinal 
“grippe” 


check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: 
Sulfaguanidine U.S.P.... 2Gm. 
225 mg. EFFECTIVE ANTIDIARRHEAL 


Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from ° 
four to six times daily, or 1 or 2 tea- hanb pcb tony 
spoons after each loose bowel move- New York 18, N.Y. 
ment; reduce dosage as diarrhea 


subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 
Exempt Narcotic. Available on Prescription Only. 
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ADVERTISEMENTS 


unhappily 


minimize care and eliminate despair with 


brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy — In obesity, ‘‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.''' Literature available on request. i 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. i 
' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PEN 


sodium dimethoxyphenyl penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 

RETAINS ANTIBACTERIAL | 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 

OTHER PENICILLINS a 
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OFFICIAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


YO4 LIND 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxyphenyl penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


* Warning: -Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
(continued) 


CUT HERE FOR FILING 
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OFFICIAL PACKAGE CIRCULAR 
(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the. 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 mcg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation, 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, . 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
on penicillinase, STAPHCILLIN remained active 
7 and retained its antibacterial action. 
7 By contrast, penicillin G was rapidly 
2 destroyed in the same period of time. 
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sodium dimethoxypheny] penicillin 4 
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The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 
Unlike other penicillins: : 

1 SrapHctLuin is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 
and life-threatening. 
Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. In occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STaPHCILLIN. If you desire 
additional information concerning clinical experiences with STaPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


BRISTOL LABORATORIES * SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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PABALATE 


co potentiating nonsteroid antirheumatics 


“superior to aspirin”? and with a “higher ‘therapeutic index’”! 
When sodium should be avoided— 


PABALATE-SODIUM FREE 


When conservative steroid therapy is indicated— 
PABALATE-HC 
Pabalate.with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE fablet: 


Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium 


gr.) 0.3 Gm. 
Ascorbic acid......50.0 mg. 


In each pink enteric-coated 
a -SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC ¢ablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) 25 
today’s medicines with 
integrity... seeking tomorrow’s 

with persistence. 
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Emko Background 


Emko is the result of a philanthropic 
research program established 

to seek a contraceptive that would 
prove effective in controlling 

birth rates of over-populated areas. 


For that reason, it had to be 

effective under the most 

adverse conditions... 

acceptable to women of low 

motivation . . . entirely 

different from jellies, creams 
and other methods. 


Emko Vaginal Foam was developed 
for use in Puerto Rico. 

This most successful experience 

led to the decision to 

make Emko available in other areas, 
including the United States. 


NOW YOU CAN 
PUT YOUR PATIENT’S MIND 
AT EASE...WITH EMKO 


stocked by local drug stores 


THE EMKO COMPANY 
7912 MANCHESTER AVENUE - ST. LOUIS 17, MISSOURI 


i 


VAGINAL FOAM 


ACTIVE INGREDIENTS: 
Nony! phenoxy polyoxyethylene ethanol 8.0% 
Benzethonium Chloride 0.2% 


USING PRINCIPLES NEVER 
BEFORE APPLIED TO CONTRACEPTIVES 


THE FIRST AEROSOL FOAM! 


The volume of the material is expanded 
ten times to create a BLOCK OF FOAM. 


THIS BLOCK SEALS THE CERVICAL OS. 


Only a FOAM can successfully serve this 
diaphragm-like function . . . without inter- 
fering with normal intercourse or reducing 
sensory contact. 


A HIGHLY EFFECTIVE SPERMICIDE 


quickly renders the trapped sperm 
immotile. 


EASIER TO USE THAN ANY OTHER 
EFFECTIVE CONTRACEPTIVE 


The foam is placed with an entirely new 
type of “Touch Control” applicator. It’s 
filled automatically by touching the open 
end to the top of the bottle. 


* No douching . . . it vanishes after use 
* Absolutely no greasiness or ‘‘after-mess” 


¢ No diaphragm . . . the foam does 
the blocking 


* No irritation for husband or wife 


use of Emko. 


MARGARET SANGER RESEARCH BUREAU 
INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from 
one to 22 months by 362 patients, with a total of 12 unplanned. 
pregnancies. Seven of the pregnant patients admitted irregularity 
in the use of Emko. 


Two planned pregnancies. had also occurred after stopping the 


A. J. SOBRERO, M.D. Research. Director 
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even in FROM A CLINICAL STUDY* IN ANNALS OF ALLERGY 
— 200 infants and children, ages 2 months to 14 years 


allergic Diagnosis Perennial allergic rhinitis 
infants Therapy Dimetane Elixir 


Results in 149, good results / in 40, fair results 


Side Effects Encountered in only 7 patients (in all except one, 
the side effect was mild drowsiness) 


In allergic patients of all ages, Dimetane has been shown to work with an effec- 
tiveness rate of about 90% and to produce an exceptionally low incidence 
of side effects. Complete clinical data are available on request to the Medical 
Department. Supplied: DIMETANE Extentabs® (12 mg.), Tablets 7 Yj ‘ ee 
(4 mg.), Elixir (2 mg./5 cc.), new DIMETANE-TEN Injectable } Rebins/ 
Md 


4} ~ (10 mg./cc.) or new DIMETANE-100 Injectable (100 mg./cc.). 


mC GOVERN, J. P.,MC ELHENNEY, T. R., HALL, T. R., AND BURDON, K.0.1 ANNALS OF ALLERGY 17:915, 1959. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA /ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 


PARABROMDYLANINE MALEATE 
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ADVERTISEMENTS 


Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Garden City,N.Y. @ 


Lincolnwood, Ill. 


Denver, Colo. 


No. Massapequa, L. I., N. Y. 


Hartford, Conn. 


Roselle, Ill. Seaford, N. Y. East Williston, N.Y. 


DELALUTIN Offers these advantages over other progestational agents 


* long-acting sustained therapy ¢ more effective in producing and maintaining a 
completely matured secretory endometrium * no androgenic effect * more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses « fewer injections required * low viscosity makes administration easy 


Complete information on administration and dosage is supplied in the package insert 


Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oil. 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproate 
in castor oil, preserved with benzyl alcohol. 


Squibb Quality — The Priceless Ingredient 


1S A SQUIBB TRADEMARK 


| 
Skokie, Il 
Norwich, Vt. 
SQUIBB ¥ f 
> 
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RESPIRATORY 
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ADVERTISEMENTS 


When it's penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer’s line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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ADVERTISEMENTS 


CIGARETTES... 
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It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 


cigarettes! 


So, Kent is the cigarette that made the filter famous. And,no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you’ll feel better about smoking with the taste of Kent. 


3 


©1961 P. LORILLARD Co. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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How 

do 
Filmtab° 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets® be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating “‘seal” coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 
so little. 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 1010314 
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Abbott 
itamins 
Stay 
On the 
Table 


MAINTENANCE FORMULAS 


. DAYTEENS™ To help insure optiomal nutrition 


in growing teenagers 


Each Filmtab® represents: 

(5000 units) 1.5 mg. 
Thiamine Mononitrate (B1)................ 2mg. 
2.mg. 
Pyridoxine Hydrochloride................ 0.5 mg. 
Cobalamin (Vitamin Bi2)............ ... 2 mcg. 
Calcium 5 mg. 
Copper (as sulfate)..................4. 0.15 mg. 
lodine (as calcium iodate).............. 0.1 mg. 
Manganese (as sulfate)................ 0.05 mg. 
Magnesium (as oxide)................. 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 


Phosphorus (as calcium phosphate).... 193 mg. 
In table bottles of 100, bottles of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally run-down" 


Each Filmtab® represents: 

se 3 mg. (10,000 units) 
25 mcg. (1000 units) 
Thiamine Mononitrate.................... 5 mg. 
Pyridoxine Hydrochloride................. 2mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate..................... 5 mg. 


In table bottles of 100, bottles of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


ron (as sulfate)..............2 10 mg. 
Copper (as sulfate).................. 1 mg. 
lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium (as 5 mg. 


Molybdenum (as sodium molybdate).... 0.2 mg. 
In table bottles of 100 & 250, bottles of 1000 


...in attractive daily-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—iliness, infection, etc. 


Each Filmtab® represents: 

25 mcg. (1000 units) 
Thiamine Hydrochloride................. 10 mg. 
Nicotinamide................ 100 mg. 
Pyridoxine Hydrochloride................. 5 mg. 
Cobalamin (Vitamin Biz) ............... 6 mcg. 
Calcium Pantothenate............. 20 mg. 


In table bottles of 30 & 100, bottles of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as 1 mg. 
Magnesium (as oxide).................0065 5 mg. 


Molybdenum (as sodium molybdate). ... 0.2 mg. 
In table bottles of 30 & 100, bottles of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery. 


Each Filmtab® represents: 

Thiamine Mononitrate..................... 6 mg. 
Pyridoxine Hydrochloride.............. 2.5 mg. 
Cobalamin (Vitamin 2 mcg. 
Calcium Pantothenate. .................. 10 mg. 
Ascorbic 150 mg. 
Desiccated Liver, N.F.................6 150 mg. 
Liver Fraction.2, NP. 150 mg. 
Brewer's Yeast 150 mg. 


In table bottles of 60, bottles of 100, 500 & 1000 


ASBOTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


@FILMTAB— FILM-SEALED TABLETS, ABBOTT TM—TRADEMARK 


©1960, ABBOTT LABORATORIES 1010318 


‘through major traunialic areas into further regions 0 


Percodan 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


TABLETS 


for pain 


prompt relief 
profound relief 
prolonged relief 


 Percodan tablets effectively relieve p 


ain through a range of 


SS 
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ACTS FASTER—usually within 5-15 minutes. LASTS 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF—permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 

AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit 
forming. Federal law permits oral prescription. 

Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 

Also available—for greater flexibility in dosage—PERCODAN®- 
Demi: The PERCODAN formula with one-half the amount of 
salts of dihydrohydroxycodeinone and homatropine. 


LITERATURE AVAILABLE ON REQUEST 
indo ENDO LABORATORIES 
Richmond Hill 18, New York 


*U.S. Patent Nos. 2,628,185 and 2,907,768 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each | 


Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


Wine A ....... 25000U.8.P. Une | 
........ tos | 


Mononitvate. ........ . img | 


Vitamin C . 


Pyridoxine 


Calon Pantothenate ....... . . me | 


SQUIBB Quality —the Priceless Ingredient 


“Ther ragra ® is a Squibb trademark 
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nutrition... present as a modifying or complicat- 
ing factor in nearly every illness or disease state 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease.” 2. Kamprneier, R. H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy .. .’”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 112 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W. H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57. 


degenerative disease S “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- - 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


American adult. . 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J, B. Lippincott, Philadelphia, 1954, p. 264. 


infe ctious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coidsmith, 6 a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported In: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.’ “‘Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.”® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.; Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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ADVERTISEMENTS 


effective, palatable, economical 


CREMOSUXIDINE®[SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 

Additional information on CREMOSUXIDINE is available to physicians on request. 


GIST>) MERCK SHARP & DOHME, Division OF MERCK & CO.,Inc., WEST POINT, PA. 


AND SUL ARE OF MERCK 4 CO., INC. 
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youcan tprescribeamore 
antibiotic than 


ERYTHROCIN 


rythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 


Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
‘ is a medium-spectrum antibiotic, notably effective 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 

Usual adult dose is 250 mg. every six 

hours. Children, in proportion to age 

and weight: Won’tyoutryErythrocin? assort 
®Filmtab—Film-sealed-tablets, Abbott. 
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You see.an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts calms anxiety! 


Smooth, balanced action lifts depression as 


it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES / Cranbury, N. J. 
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...the proof of the Patrician“200” 


is in the radiograph! 


When you choose x-ray for private practice, look 
at performance as well as the price tag. “Econ- 
omy” that is gained by short-cuts in table 
design or a reduction in power may mean slow 
exposures, blurred radiographs and repeated 
retakes. General Electric’s Patrician “200” 
combination is designed with adequate power 


_ for private practice —a full 200 ma to stop 


anatomical movement sharply and clearly. 
Many other features found in larger installa- 
tions are engineered into the Patrician: 81” 
table, independent tubestand, shutter limiting 
and automatic tube protection, to name just 


a few. And, considering its uncompromising 
G-E quality, this Patrician “package” is re- 
markably low priced. 

Rent the Patrician through the G-E Maxi- 
service® plan that provides the complete in- 
stallation, including maintenance, parts, tubes, 
insurance, local taxes — everything in one 
monthly fee. Get details from your G-E x-ray 
representative listed below. 


Progress ls Our Most Important Product 
GENERAL @@ ELECTRIC 


DIRECT FACTORY BRANCH 
KANSAS CITY, MO. 
706 Westport Rd. ¢ Jefferson 1-3505 


RESIDENT REPRESENTATIVES 


TOPEKA WICHITA 


E. 


J. W. HELLER E. RINK 
710 Park Lane * Central 4-0324 500 Fairway * AMherst 7-1053 
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QUALITY / / 


| m@ See | 
| both blood picture | 
| and patient respond to | 
TRINSICON” 
i ; (hematinic concentrate with intrinsic factor, Lilly) 

| For a rapid hematological response 
2 . . . striking clinical improvement 

; Two Pulvules® Trinsicon daily are capable of 


producing in ten days an Hb and RBC re- 
sponse comparable to that obtained after a ' 
transfusion of one pint of whole blood. For 
potent, complete anemia therapy, prescribe 


Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: : 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin Bj2 with Intrinsic Factor 


Concentrate, N.F.. . . . . 1.N.F. unit (oral) 
Cobalamin Concentrate, N.F., equivalent 


(The above three ingredients are clinically equiva- 
lent to 144 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. .... . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 

Ascorbic Acid (Vitamin C)...... 150 mg. 
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Scientific 
ARTICLES 


Response to a “Crisis” 


IN THIS ISSUE OF THE JOURNAL, devoted by tra- 
dition to articles from the Medical School, the new 
Dean might most appropriately present a statement 
on the status of the school: its changes in personnel, 
its successes in education and research, its problems, 
its plans for growth, and its needs. He might 
especially present any personal views which could 
be reflected in altered programs of the school and 
variations in patterns of operation. He certainly 
should be mindful of the tremendous interest the 
physicians of Kansas have in these matters. This 
Medical School has been conspicuous in the nation 
for the harmony which has existed between the 
school and the physicians of the state. We know this 
harmony has worked to the advantage of the school 
in terms of support for its programs; we believe it 
has also worked to the advantage of medicine in 
Kansas through the development of one of the 
world’s most successful programs in continuation 
education. 

Our medical school has had changes in personnel, 
successes in programs of research and education; we 
have some problems, we have many plans for growth, 
and we have needs. We especially have plans for 
new buildings which will expand and improve 
medical education in Kansas. Some new buildings 
will accommodate acute needs such as those for 
out-patient teaching; others will accommodate chronic 
needs, such as housing for students, and laboratories. 
Most of all we have a continuing need for interested 
and supportive colleagues throughout the state. 

During the past six months I have been privileged 
to meet with many local medical societies. At these 
meetings most of the items above have been discussed 
in detail. The physicians of Kansas have given a 


A Report from the Dean of the 
University of Kansas Medical Center 


most gracious welcome. I receive this gratefully as a 
tribute to the past successes of gifted predecessors and 
colleagues. I recognize it also as encouragement for 
continued success of the medical school. I have be- 
come dean with all the advantages of a successful 
program, a superb staff, and an enlightened state. I 
accept the responsibilities with humility and with a 
pledge to serve well these advantages. 

Perhaps with this background I may be permitted 
to deviate from the usual progress report in order 
to discuss issues which are vital and immediate to 
our medical school and our state but which are more 
general in nature, and possibly more important, than 
buildings and promotions. They are issues which in- 
volve all of us in medicine whether as teachers, stu- 
dents, or practitioners. In some measure all of us 
fill all of these roles and we have a common concern 
for issues affecting them. 

At a recent medical meeting, a speaker commented 
that medicine, like a pretty woman, prefers to be ad- 
mired than talked about. This observation, implying 
the sins of pride and complacency, can be added to 
others that appear almost weekly in popular peri- 
odicals, dissecting medical science, practice, and edu- 
cation. Our professional organizations, ethics, edu- 
cation, motives, politics, and incomes are openly re- 
viewed and criticized; we are favorite subjects for 
those expert satirical editorialists, the cartoonists; 
analysis of our services is copy for a spate of mono- 
gtaphs and reports issued by foundations and public 
agencies. If we do, in fact, resent the light of pub- 
licity on medical affairs, then we have ample cause 
for resentment. Medicine is being talked about; 
questions are being asked of us. Attitudes of de- 
fensiveness and resentment will not suffice for 


83 


| 
— 
I 
| 
j 


84 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


answers. They provide only a climate for non-medical 
planners to provide answers for us. 

The common theme to much commentary is that 
the world is changing and medical institutions in 
this country are not changing with it. We are, in 
fact, accused of resisting change in favor of a status 
quo which may offer advantages to the profession, 
possibly at the expense of the best possible medical 
care to the public. No wonder resentment and de- 
fensiveness bristle! What changes medicine has un- 
dergone in fifty years. 

Reflecting only on those aspects with which I 
have greatest familiarity, I see tremendous changes 
in preparation for the profession. The development 
of medical schools as a part of university education ; 
internships and residencies; specialty boards; con- 
tinuation education; all of these have been developed 
within the past fifty years. Other changes have been 
more subtle: the shifting locus of practice from the 
home to the office and increasingly to the hospital ; the 
growth of group practice and indeed the reluctance 
of recent graduates to enter “solo” practice; the recent 
preponderance of prepayment plans for health serv- 
ices; increasing specialism; and the astonishing ad- 
vances in our understanding and therapy of disease. 

These indeed are changes; they are changes 
brought about largely by the profession itself in an 
effort to bring the best that is known about medical 
care to all persons in need of it. We may question 
the wisdom of some of these changes, and we may 
question their present adequacy, but we cannot ques- 
tion the fact that staggering changes have occurred 
in the education of physicians and in their patterns 
of service. 

We may be rightfully proud of our professional 
heritage. We perhaps need to recognize increasingly 
that this heritage was developed by courageous fore- 
bears in medicine who displayed more than flexi- 
bility to external pressures: they exercised leadership 
to discard what was no longer helpful; to preserve 
what was of proven value; and to modify, some- 
times by bold strokes and sometimes by subtle shad- 
ings, the entire picture of medicine. We are obligated 
to society, to our profession, and to our successors in 
medicine to develop a heritage as rich as ours has 
been. These comments should not be construed as 
advocacy for discarding traditional values in medi- 
cal practice. I advocate only that we study ourselves 
as carefully as others are studying us. If we find 
problems, we may well develop through our profes- 
sional organizations some solutions which are more 
sensible than those of our critics. 

A recent issue of Harper's Magazine will illustrate 
some problems which concern us. A special supple- 
ment entitled “The Crisis in American Medicine” 
presents eight articles dealing with medical educa- 
tion and practice. One of these claims that the poli- 


tics of organized medicine is an obstacle to urgently 
needed reforms (not well formulated) in health serv- 
ices; another asserts that physicians are lacking in 
compassion and devotion to public interest; a third 
laments that medical science has prolonged human 
life but has not sufficiently relieved suffering by means 
of “death control”; a fourth advocates one curriculum 
in medical schools for the family doctor, and a dif- 
ferent one for the medical scientist; a fifth, by a 
physician, urges a return to concern for the ill, and 
reform of professional attitudes toward politics, 
money, and social status; another asserts that vast 
sums of money are being misspent in the name of 
medical research; the seventh describes a new role for 
hospitals in health services; the last article depicts 
modern medicine as a powerful and luxurious ocean 
liner with no course and little mechanism for control, 
poorly prepared to cope with new threats to health in 
the twentieth century. 

There is much to disagree with in these articles; 
there is even more to reflect on. We make a mistake 
to ignore them. We may claim that medicine, like the 
church, is an anvil that has broken many a hammer. 
Can we feel that secure? These hammers may in- 
fluence public action on medical matters more dra- 
matically than can our well staffed societies and ex- 
pensive lobbies. We are familiar with the militant 
liberal of the thirties and forties, who loved mankind 
but disliked people. Are we now facing an influential 
and articulate society which respects the doctor but 
mistrusts the profession? Our efforts on behalf of a 
healthy society will be weakened by such mistrust. 

In reading these critiques and listening to others I 
have pondered the role of the university in studying 
the issues. Some problems are clearly in the lap of the 
medical school. I feel, for example, that Kansas 
abounds with evidence that our curriculum trains 
many and competent family doctors. With regard to 
research, I share the concern over its means of sup- 
port, but I must protect its role in medical education 
as a device for teaching students to learn from their 
own observations, surely a talent as necessary for fam- 
ily practice as for any other medical endeavor. 

What of the other issues raised under the banner, 
“The Crisis in American Medicine’? Are these per- 
tinent to medical education? I’m not sure. The issues 
are sensitive; they arouse strong feelings and their 
study may damage popularity. We are a medical 
school for Kansas and we must have strong popular 
support. We may, however, do less than enough if we 
seek only to be popular. 

Let me close these commentaries with a question. 
Are these broader issues of medicine as appropriate 
for our study as genetics, metabolism, or chemother- 
apy? Your colleagues in the university have no an- 
swets or preconceived notions about the issues. Our 
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The Clinical Traineeship 


Intensive, Participative and Personalized 


JESSE D. RISING, M.D. 


ALMOST EVERY WEEK some eager physician volunteers 
in a spirit of helpfulness that the postgraduate re- 
fresher courses are fine, but it would be wonderful if 
there were opportunities for practicing physicians to 
come back to the Medical Center to get on-the-job 
training especially designed to fulfill their personal 
needs. The fact is that such programs are available, 
and have been for years. Since relatively few Kansans 
are aware of this phase of our activities, it seems ap- 
propriate, in this KUMC number of the JoURNAL, to 
discuss the Clinical Traineeship and describe how it 
fits into the total program of continuing medical edu- 
cation. 

The Clinical Traineeship may be defined as a 
period of intensive, personalized, participative edu- 
cation for a physician who arranges to leave his prac- 
tice for a period of time to re-enter a teaching hos- 
pital for advanced training designed to meet his 
specific needs. The time involved may vary from one 
week to one year—more often one to six months. 
Generally speaking the clinical trainee takes part in 
ward work, rounds, clinics and conferences in much 
the same way that a resident does except that he has 
more control over the content of his training program 
and he is not obligated to certain service duties such 
as routine night call and the like. 

Ever since the beginnings of the medical profession 
it seems to have been the custom for physicians, when 
they felt the need to increase their competence in one 
field or another, to leave their own practices and seek 
more education as students of other physicians or in 
medical teaching institutions. In the recent past it was 
common for physicians in this country to go to Euro- 
pean clinics or universities for postgraduate training 
before attempting more specialized types of practice. 
More recently such training has been increasingly 
available in this country, and foreigners are now 
seeking our shores. 

Formal graduate medical education (the residency) 
leading to specialty certification has in the past 25 
years dominated the field of intensive, participative 
training, and has so far taken the emphasis from the 
informal and more personalized type of training that 
the latter has been. largely neglected and ignored. In 
spite of this the need has continued to exist and some 
physicians have all along sought and found more or 
less satisfactory solutions to their educational prob- 


Department of Postgraduate Medical Education, Uni- 
versity of Kansas School of Medicine. 


Postgraduate Training 


lems. Vollan! pointed out some of the advantages of 
family physicians’ taking work to develop “‘part-time” 
specialist skills. No one suggests that such postgrad- 
uate courses should replace formal graduate training, 
but they have some obvious advantages that it would 
be unfortunate to lose by permitting them to be sub- 
merged by the formal specialty programs. 

At least as important as the acquiring of new skills 
and techniques is the not-so-simple matter of keeping 
up with the pace of medical progress in one’s own 
field. This need is acutely felt by all thoughtful phy- 
sicians—generalists and specialists alike—and by 
paramedical groups as shown by the phenomenal na- 
tion-wide support of postgraduate programs in the 
past fifteen years. The backbone of these programs 
has been the largely didactic “refresher’”’ course which 
has had an enormous impact on medical practice and 
has obviously satisfied an urgent need; but educators 
and students alike have recognized the deficiences of 
predominately passive methods of education. The 
Council on Medical Education and Hospitals? sum- 
marized this concern after an extensive review of 
educational methods: ‘There is ample evidence . . . 
that overemphasis on purely didactic methods pro- 
vides an educational program that is inferior to one 
requiring active participation.” 

Some degree of participation of the enrollees has 
been secured in the better refresher courses by such 
devices as panel discussions with open question peri- 
ods, live clinics, discussion groups (‘‘clinical con- 
versations”), ward rounds and laboratory ‘‘work- 
shops.” The very nature of such programs makes 
sustained participation by the individual enrollee 
difficult if not impossible. 

The Clinical Traineeship is designed to complement 
the traditional postgraduate refresher courses by 
making available to physicians, technicians and nurses 
a training program that emphasizes active participa- 
tion by the enrollee in the study and care of patients 
or in the work of the clinical laboratory. 

In an informal way such training has been available 
at KUMC for some time, probably ever since the 
medical school was established, but it was not until 
1949 that an organized effort was launched by the 
Department of Postgraduate Medical Education as 
“In-Residence Training.” In 1955 some of the train- 
eeships were given formal structure, and in 1957 the 
name officially became ‘Clinical Traineeship.” 

In spite of the relative obscurity of the program, 
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acceptance has been good. Enrollments will never, of 
course, rival those of the refresher courses, but this 
is not a valid criterion of the value of the Clinical 
Traineeship which offers a maximum degree of edu- 
cation and training to a relatively few enrollees. 
Traineeships have been offered by the various clinical 
departments through the Postgraduate Department for 
eleven years, and a total of 81 enrollees have been 
served. It is of some interest that 19 of these were 
from 12 foreign countries (Table I). 

Annual enrollment has varied from two in 1950 
to 15 in 1960. The latter figure includes four medical 
technologists who took the traineeship in Exfoliative 
Cytology, first offered in 1959. 

A wide variety of traineeships are now available 
(Table II), and more are being planned. In most 
cases these traineeships are purposely flexible so that 
the enrollee may select, with the advice of the chief of 
the service involved, that program which will best 
satisfy his requirements. Certain activities are, how- 
ever, scheduled by each service for its personnel, and 
this provides a basic structure for the Clinical Train- 
eeship which it offers. 

As it becomes better known, and as programs are 
developed in all fields where a need exists, the Clinical 
Traineeship is undoubtedly destined to be an in- 
creasingly important part of continuing medical edu- 
cation. This should be true not only for physicians but 
for all members of the health team. Each year many 
mothers who have been nurses or technicians return 
to part-time work in these fields, and others who have 
reared their families resume full-time professional 
work. These constitute a group that is vitally needed 
for adequate care of the nation’s health, but most of 
them can not function at their full potential until 
they can catch up with developments in their pro- 


TABLE II 
CLINICAL TRAINEESHIPS OFFERED AND 
THEIR DURATION 

Anesthesiology (1 week to 1 year) 
Cardiology (9 months) 
Cardiovascular Disease (1 month) 
Gastroenterology (1 month) 
Hematology (1 month) 
Medical Technology 

Program A (6 months ) 

Program B (2 weeks to 2 months) 

Microbiology (12 months) 

Clinical Chemistry (12 months) 

Exfoliative Cytology (6 months ) 
Microbiology (3 to 9 months) 
Nursing Service and 

Supervision (open) 
Obstetrics and Gynecology (open) 
Ophthalmology (open) 
Otorhinolaryngology (open) 
Pathology (6 to 12 months) 
Pediatrics (1 month and up) 
Physical Medicine and 
Rehabilitation (3 weeks to 6 months) 

Psychiatry (3, 6, 9, or 12 months) 
Pulmonary Disease (1 month) 


TABLE I 
COUNTRIES FROM WHICH TRAINEES 
HAVE BEEN ENROLLED 

Country Enrollees 


fession. For them the Clinical Traineeship appears to 
be an ideal program. 

Little known though it is, the Clinical Traineeship 
has filled an important niche in continuing education 
for physicians and for other members of the health 
team. As its advantages are recognized and exploited 
it is destined to become an increasingly popular form 
of postgraduate work. 
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Response to a “Crisis” 
(Continued from page 84) 


concern is no different from yours. In the free atmos- 
phere of inquiry in the university, we are prepared to 
provide study, not answers. A major link between you 
and your university is our program in continuation 
education. Is it desirable or appropriate that we en- 
gage with you through this device in the study of a 
suggested “‘Crisis in American Medicine” as a joint 
project with your Kansas Medical Society ? 


C Arden Miller, MD, Dean 


The University of Kansas School of Medicine 
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Physician Distribution 


E. V. THIEHOFF, M.D., Kansas City 


A SURVEY OF THE DISTRIBUTION of physicians in 
Kansas was made by the author in 1955.1 Because the 
problem of uneven distribution of physicians still 
exists, it was decided to make a follow-up study five 
years later. The variation in distribution of physicians 
is not a permanent one as many changes in the loca- 
tion of physicians occur each month in the state. Using 
the 1955 survey as a base line or point of reference, 
the present survey has been made to determine what 
changes have occurred in the distribution of physicians 
in Kansas. 

The present study was made with the cooperation of 
the Kansas State Board of Healing Arts. Only doctors 
of medicine and surgery, who are duly licensed and 
registered to practice in Kansas, were included. Doc- 
tors of osteopathy and doctors of chiropractic were 
not included. 

In the collection of data reference was made to: 


American Medical Association Directory. 20th ed. 
1958. 

Directory of Medical Specialists. Volume 9, 1959. 

Roster of Kansas Physicians. January, 1959 (also 
monthly supplements) . 

Medical, Health and Related Facilities of Greater 
Kansas City. Ten County Edition. 1960-61. Com- 
piled by the Jackson County Medical Society. 

Roster of Wyandotte County Medical Society. 1960. 

The Medical Bulletin. Sedgwick County Medical 
Society. Volume 30, 1960. 


“Population of Kansas, March 1, 1960, as reported 
by County Assessors” was used in assigning popula- 
tion figures to various counties and cities. This was 
issued by the Kansas State Board of Agriculture. 

Since the previous survey was closed as of October, 
1955, so this survey was made as of October, 1960. 
Again, only physicians who maintain offices in Kan- 
sas were considered as Kansas physicians. 


Physicians Licensed in Kansas 


Physicians are licensed to practice in the state by: 
1, Examination—Those who pass an examina- 
tion assembled «and administered by the Kansas 
State Board of Healing Arts. 
2. Endorsement—Those who have been licensed 


The author is chief, Section of Public Health and Pre- 
ventive Medicine of the Department of Internal Medicine, 
University of Kansas Medical Center. 
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A Kansas, 1960 Follow-up Study 


in other states and have met the Board’s require- 

ments for reciprocity. 

A Board of Basic Science was established by a law 
passed in 1957. This law requires that applicants for 
licensing shall have certificates of ability in anatomy, 
chemistry, physiology, bacteriology and pathology, 
the same to be issued by the Board of Basic Science 
Examiners. Since 1958, those taking the examination 
for licensing are required to complete a year of in- 
ternship before certificates of licensure are issued. 

Table I gives the number of physicians who have 


TABLE I 


NUMBER OF PRACTITIONERS LICENSED IN 
KANSAS BY YEAR (1955-59 INCLUSIVE) 


1955 1956 1957 1958 1959 


Examination ......... 141 122 143 5°°°@2 
Endorsement ........ 69 50 80 
Withheld for Internship 270598 
Total Licensed ....... 210 172 223 6 151 


been licensed in Kansas each year for the past five 
years. In that period 819 have been licensed, or an 
average of 164 per year. In the preceding 20 years 
(1935-54) an average of 153 had been licensed each 
year. So this represents an increase in the average 
number of physicians licensed per year over the past 
five years. However, there was a decided drop in the 
number licensed in 1958. This was the year that the 
Basic Science Law became effective. This was followed 
by an increase in 1959. In 1958 there were 27 licenses 
and in 1959 there were 31 licenses withheld for com- 
pletion of the internship. 

Table II shows that as of October, 1960, there were 
2,382 doctors of medicine resident and licensed to 
practice in Kansas, as compared with 2,340 in Oc- 
tober, 1955. In 1960, 81.99 per cent of the physicians 
in Kansas were in active practice, while in October, 
1955, there were 81.15 per cent in active practice. 
There was an increase in the number of interns and 
residents in Kansas hospitals. In 1955 there were 299 
interns and residents, representing 12.78 per cent of 
the physicians in the state, as compared with 343 in 
1960, or 14.40 per cent of the total physicians. There 
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TABLE II 


DOCTORS OF MEDICINE LICENSED TO 
PRACTICE IN KANSAS 
OCTOBER, 1955 AND OCTOBER, 1960 


1955 1960 
Status of Practice NO. % NO. % 


Active Practice ...... 1,899 81.15 1,953 81.99 
Interns and Residents . 299 12.78 343 14.40 
Absent—in Military 


76 3.25 68 2.86 

2,340 100.00 2,382 100.00 
TABLE III 


DISTRIBUTION BY AGE GROUPS— 
DOCTORS OF MEDICINE IN KANSAS 
OCTOBER, 1955 AND OCTOBER, 1960 


1955 1960 
Age Groups—Years NO. % NO. % 
239 10.21 248 10.41 
763 32.61 754 31.65 
80 and over ......... 94 4.02 73 


were eight fewer physicians in military service in 1960 
than in 1955 and there was a drop from 66 to 18 
in the number of retired physicians. Thus, in 1960 
the services of 3.61 per cent of Kansas physicians were 


not available either because they were in military 
service or had retired. In 1955 the percentage was 
6.07. Included in the list of physicians in active 
practice are a few who are not providing direct pa- 
tient care but are doing research, teaching, public 
health work, etc. 

In 1955, with a total population of 2,050,478, the 
ratio of persons per physician in Kansas was 876. In 
1960, with an increase in population to 2,130,579, 
the ratio was 894.4 persons per physician. 

Table III gives the calculation of age distribution 
of physicians in Kansas in October, 1955 as com- 
pared with physicians in October, 1960. 

There have been some variations in the distribution 
of physicians in the various age groups in 1960 as 
compared with 1955. Again the number of physicians 
under 30 years of age is disproportionately high since 
it includes those young physicians who are serving as 
interns or residents in Kansas hospitals. Between 30 
and 59 years of age is considered to be the most ef- 
fective in the individual’s practice. In 1955, 65.77 
per cent of the physicians in Kansas was in this age 
group. In 1960 the percentage had increased to 71.20. 
In 1955 it was found that 24.02 per cent of Kansas 
physicians were 60 years of age or older. In 1960 this 
percentage had dropped to 18.39 per cent. 

The mean or average age for all physicians in 
Kansas in 1955 was 47 years. This figure was ob- 
tained by adding the ages of all the physicians and 
dividing by the number of physicians. In 1960 the 
average age of physicians in the state was 46 years. 

Table IV shows the relationship between the age 
of physicians and the size of the communities in 
which they practice. 

In 1960 there has been a small increase in the total 
number of physicians practicing in both large and 
small communities and a decrease in those located in 


TABLE IV 


DISTRIBUTION OF DOCTORS BY AGE AND SIZE OF COMMUNITY IN KANSAS IN 
OCTOBER, 1955 AND OCTOBER, 1960 


1955 1960 
Age in Years “Age in Years 

Size of 39 AND 60 AND ALL 39 AND 60 AND ALL 
Community UNDER 40 To 59 OVER AGES UNDER 40 TO 59 OVER AGES 

609 354 193 1,156 634 284 303 1,221 
+ Intermediate; .. 234 300 193 727 212 188 260 660 
ve | ay 160 122 175 457 156 111 234 501 
ASR ae 1,003 776 561 2,340 1,002 583 797 2,382 


- * Over 30,000 population 
+ Between 5,000 and 30,000 population 
t Less than 5,000 population 
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TABLE V 
AGE DISTRIBUTION OF PHYSICIANS BY PRINCIPAL CITIES 
OCTOBER, 1955 AND OCTOBER, 1960 
Principal Cities Remainder 
Age Group KANSAS CITY TOPEKA WICHITA of State Total. 
in Years 1955 1960 1955 1960 1955 1960 1955 1960 1955 1960 
Wndenss05....,...3-. 78 92 > >. 43 56 52 50 61 239 248 
135 150 108 103 144 136 376 365 763, 754 
66 61 74 81 84 118 254 323 478 583 
WME Sis 35 43 24 39 41 60 198 217 . 298 359 
24 21 19 31 29 146 220 194 
« 10 15 19 10 27 23 192 121 248 °° 169 
80 andover ..... 9 3 13 3 8 6 64 63 94 75 
gO! ere 357 385 312 291 391 424 1,280 1,282 2,340 2,382 


communities of intermediate size, as compared with 
the number of physicians in communities of similar 
size in 1955. In the age group 39 years of age and 
under, the great number of physicians located in large 
communities is weighted by the fact that many of 
them are interns and residents who must take their 
service in hospitals located in large communities. This 
number was greater in 1960 than in 1955. In 1960 
there are more physicians 60 years of age and over, 
and fewer in the younger age groups, practicing in 
the small communities of Kansas than there were in 
1955. This may indicate that there are now fewer 
young men going to the smaller communities to 
practice than there were in previous years. 

Kansas has three principal cities, Kansas City, 
Topeka, and Wichita. In order to determine whether 
these cities receive medical service from physicians 
of a younger age than does the remainder of the state, 
the data were broken down and analyzed as to the 
age of physicians practicing in the three cities, with 
physicians practicing in all other parts of the state 
being pooled into a fourth group. Table V shows the 
results of analysis made on this basis, comparing the 
1960 analysis with that made in 1955. 

In 1960, as in 1955, there are more young phy- 
sicians under 30 years of age in Kansas City than in 
the other two cities. This may be accounted for by 
the number of young physicians in internship and 
residency training at the University of Kansas Medical 
Center. To lessen the influence of the presence of 
interns and residents on age distribution, let us com- 
pare the principal cities as to the proportion of phy- 
sicians who are 30 to 59 years of age to physicians of 
all ages. Of Kansas City’s physicians, 66 per cent 
are in the 30 to 59 age group in 1960, which is the 
same as.it was in 1955. In the other two cities, as well 
as in the remainder of the state, the proportion of 
physicians in this age group in 1960 has increased 


over that in 1955. The percentage in Topeka has in- 
creased from 66 per cent in 1955 to 77 per cent in 
1960 and in Wichita it has increased from 68 per 
cent in 1955 to 74 per cent in 1960. For the rest of 
the state the percentage has increased from 64 per 
cent in 1955 to 72 per cent in 1960. 


Kansas Graduates in Practice in the State 


It is of interest to assess what the contribution of 
the University of Kansas School of Medicine has 
been to the ranks of physicians practicing in the state. 
In former years there were some other schools of 
medicine in Kansas, but these have gone out of ex- 
istence, the last in 1913. However, there are a few of 
the older physicians remaining in the state who were 
graduates of these schools. 

From Table VI we see that of the physicians now 
in Kansas there remain only 23 physicians who grad- 
uated from former schools which are no longer in 
existence in the state, as compared with 56 who were 
still alive in 1955. It is apparent that there are still 
more physicians in Kansas in 1960 who graduated 
from out-of-state schools as was the case in 1955. 
However, the percentage of the University of Kansas 


TABLE VI 


MEDICAL SCHOOL OF GRADUATION 
PHYSICIANS IN KANSAS 
1955 AND 1960 


1955 1960 
School NO. % NO. % 


University of Kansas . 957 40.90 1,110 46.60 
Other Kansas Schools . 56 2.39 23... 0.97 
Out-of-State Schools .. 1,327 56.71 1,249 52.43 


ROU 2,340 100.00 2,382 100.00 
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TABLE VII 


DISTRIBUTION OF PHYSICIANS BY SCHOOL OF GRADUATION AND STATUS OF 
ACTIVITY OF PRACTICE IN 1955 AND 1960 


Military Service. 54 5.6 


Kansas Other Kansas Out of State 
University Schools Schools 
Activity of 1955 1960 1955 1960 1955 1960 1955 1960 
Practice NO. % NO % NO. % NO. G NO % NO &F Total Total 
4 04 17.4 11 08 66 18 


Active Practice . 899 94.0 1,054 95.0 49 87.5 


22 76 68 
19 82.6 1,250 94.2 1,223 98.0 2,198 2,296 


23 100 1,327 100 1,249 100 2,340 2,382 


graduates in the state has increased from 40.90 per 
cent in 1955 to 46.60 per cent in 1960. 

Table VII shows that, regardless of school of 
graduation, physicians in Kansas are, of course, pre- 
dominantly in active practice. Of the Kansas phy- 
sicians who are in military service in 1960, 78 per 
cent are graduates of the University of Kansas. In 
1955 there were 71 per cent of the physicians in 
military services who were graduates of Kansas Uni- 
versity. On the other hand, a smaller percentage of 
physicians in the state who are retired are Kansas 
University graduates than was the case in 1955. 

Let us next give consideration to the age distribu- 
tion of Kansas physicians by school of graduation. 

In Table VIII we see that in actual numbers in 1960 
there are 855 physicians under 50 years of age who 
graduated from Kansas University as compared with 
730 physicians in the same age group who graduated 
from out-of-state schools. This is a difference of 125. 
In 1955 there were 758 Kansas University graduates 
in this age group as compared with 722 graduates 


from out-of-state schools, or a difference of 36. In 
1960 we find that 77 per cent of Kansas University 
graduates in the state are under 50 years of age, 
whereas in 1955 there was 79 per cent in this age 
group. Likewise, in 1960 there are 58 per cent of the 
graduates from out-of-state schools in Kansas who 
are under 50 years of age, while in 1955 there was 
54 per cent in that group. So the percentage of phy- 
sicians under 50 years of age has dropped in both the 
Kansas University graduates and in the out-of-state 
school graduates. 

Table IX shows that, of the Kansas University 
graduates practicing in the state, 45.59 per cent are 
in large communities in 1960. This compares with 
44.72 per cent in 1955. Among the doctors in the 
state who graduated from out-of-state schools, 56.69 
per cent are located in the large communities. This 
compares with 53.05 per cent who were in large com- 
munities in 1955. A higher percentage of doctors 
graduating from out-of-state schools go to large com- 


TABLE VIII 
DISTRIBUTION OF KANSAS PHYSICIANS BY SCHOOL OF GRADUATION AND BY AGE 
IN 1955 AND 1960 
Number of Physicians 
KANSAS OTHER KANSAS. OUT OF STATE 
UNIVERSITY SCHOOLS SCHOOLS Total 
Age in Years 1955 1960 1955 1960 1955 1960 1955 1960 
Under 30 ....... 106 138 0 0 435 110 239 248 
420 400 0 0 543 354 763 754 
232 317 0 0 246 266 478 583 
119 160 0 0 179 199 298 359 
59 64 11 1 150 129 220 194 
19 26 33 15 196 128 248 169 
80 and over ..... 2 5 12 Z 80 63 94 75 
957 1,110 56 23 1,327 1,249 2,340 2,382 
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TABLE IX 


DISTRIBUTION OF PHYSICIANS BY SCHOOL OF GRADUATION AND BY SIZE 
OF COMMUNITY 


Other Out of 
Kansas State 
Size of K.U Schools Schools Total 
Community NO % NO. % NO. % NO. —- %&% 

506 45.59 30.44 708 56.69 1,221 51,26 
Intermediate: 329 29.64 30.44 324 25.94 660 27.71 
275 24.77 39.12 217 17.37 501 21.03 
1,110 100.00 23 100.00 1,249 100.00 2,382 .. 100.00 


munities than of those graduating from the Uni- 
versity of Kansas School of Medicine. 

In 1960, of all doctors located in the large com- 
munities of Kansas, 41.44 per cent are graduates of 
the University of Kansas, while 57.98 per cent are 
graduates of out-of-state schools. This compares with 
37.03 per cent Kansas University men and 60.90 per 
cent out-of-state graduates in large communities in 
1955. 

In 1960, in the small communities we see that 
54.89 per cent of the physicians came from Kansas 


University, while 43.31 per cent came from out-of- 
state medical schools. In 1955 the ratio was 45.30 
per cent ‘Kansas University’ men ‘and 50.76 per cent 
out-of-state graduates. So in 1960 the percentage ‘of 
physicians in small communities who are Kansas 
University graduates has increased. 


Specialization of Kansas Physicians 


Attention should be given to the relative distribu- 
tion of the services of specialists and general prac- 
titioners. For this purpose, physicians have been 
divided into three categories: 


1. Certified specialists 
2. Non-certified specialists 
SPECIALIZATION In 1960 we find that 29.55 per cent of Kansas 
5 physicians are classed as specialists, as compared with 
os 40.51 per cent in 1955. The percentage of certified 
specialists has increased from 16.15 per cent in 1955 
spine’ 378 16.15 430° -18.05.] 18.05 per cent in 1960. There were 59.49 per cent 
Non-Certified ........ 570 24.36 274 11.50 | Of the physicians in the state in general practice in 
General Practice ..... 1,392 59.49 1,678 70.45 | 1955, while in 1960 we find that 70.45 per cent are 
2,340 100.00 2,382 100,00 | that category. So im 1960, while there is an in- 
crease in the number of physicians in general practice, 
TABLE XI 
DISTRIBUTION OF PHYSICIANS BY SIZE OF COMMUNITY 
Number of Physicians 
Specialty 
Size of CERTIFIED NON-CERTIFIED General Practice Total 

Community 1955 1960 1955 1960 1955 1960 1955 1960 

294 + 318 412 166 450 737 1,156 1,221 

Intermediate ........ OTS 99 £129 75 523 486 727 660 

ER. 9 13 29 33 419 455 457 501 

378 430 570 274 1,392 1,678 2,340 2,382 
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TABLE XII 
DISTRIBUTION OF PHYSICIANS BY PRINCIPAL CITIES IN 1955 AND 1960 


Number of Physicians 


Specialty 
CERTIFIED NON-CERTIFIED General Practice Total 
Place 1955 1960 1955 1960 1955 1960 1955 1960 
Kansas City ......... 82 90 147 34 128 262 357 385 
Topeka 86 85 121 16 105 190 312 291 
102 120 137 113 152 193 391 425 
Rest of State ........ 108 135 165 111 1,007 1,033 1,280 1,279 
378 430 570 274 1,392 1,678 2,340 2,382 


there has also been an increase in the number of 
certified specialists. 

In 1960, as in 1955, the specialists are predomi- 
nantly in the larger cities. This is not surprising, as the 
larger the city, the more specialists there are to be ex- 
pected. 

Let us look at the distribution of physicians in the 
three principal cities of Kansas, with the rest of the 
state being pooled into a fourth category. 

Table XII shows that Wichita has the largest num- 
ber of specialized physicians in both the certified 
group and the non-certified group. The total is 233 
specialists. Kansas City ranks second with 124 spe- 
cialists, and Topeka is third with 101 specialists. 
There are 246 specialists outside of these cities and 
in the rest of the state. Thus, there is a total of 704 
specialists in the state in 1960 as compared with 948 
in 1955. This is a decrease of 244 specialists in the 
state since 1955. 

The most effective age range in the practice of 
medicine has been set at 30 to 59 years. In 1960 that 


age range includes 82.09 per cent of all certified spe- 
cialists in Kansas and 70.79 per cent of all non-certi- 
fied specialists. In 1955 this age range included 86.4 
per cent of the certified specialists and 62.2 per cent 
of all non-certified specialists. In 1960 physicians in 
Kansas who are specialists (both certified and non- 
certified) make up 33.4 per cent of the 30-59 year 
age group. 

Table XIV indicates the tendency of University of 
Kansas graduates to specialize. Of the University of 
Kansas graduates now in the state, 76.27 per cent 
are in general practice. In 1955 the precentage was 
67.08. The percentage of Kansas University graduates 
in the state who are certified specialists has only in- 
creased from 14.11 per cent in 1955 to 14.45 per 
cent in 1960, which is not significant. 

The specialists in Kansas are grouped into three 
main categories: surgical, medical, and other, as 
shown in Table XV. 

Of the 2,382 physicians in Kansas in 1960 we find 
that 704 are specialists of whom 61 per cent are 


TABLE XIII 
DISTRIBUTION OF PHYSICIANS BY AGE AND SPECIALIZATION IN 1955 AND 1960 


Number of Physicians 


Specialty 
Age Group CERTIFIED NON-CERTIFIED General Practice Total 

Years 1955 1960 1955 1960 1955 1960 1955 1960 
50 1 0 108 2 130 246 239 248 
145 175 83 68 250 341 478 584 
65 110 59 53 174 196 298 359 
29 35 53 38 138 121 220 194 
cig Oe 21 18 42 31 185 120 248 169 
80 and over ......... 2 4 12 9 80 62 94. 75 
378 430 570 274 1,392 1,678 2,340 2,382 
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TABLE XIV 


DISTRIBUTION OF PHYSICIANS BY SCHOOL OF GRADUATION AND BY SPECIALTY IN 
1955 AND 1960 


Physicians 
Status as to OTHER KANSAS OUT OF STATE 
Limitation of K.U. SCHOOLS SCHOOLS Total 
Practice 1955 1960 1955 1960 1955 1960 1955 1960 
Specialty 
135 160 4 2 239 268 378 430 
Non-Certified ..... 180 111 9 7 381 156 570 274 
General Practice ..... 642 839 43 14 707 825 1,392 1,678 
957 1,100 56 23 1,249 2,340 2,382 


certified. Of the specialists, 345, or 49 per cent, are 
in the field of surgery and its sub-divisions; 259 or 
36.79 per cent, are in medical specialties; and 100 
or 14.21 per cent, are in all of the other specialties. 
Let us break the data down further to show the 
distribution of physicians by the field of specialty. 
Table XVI indicates the number of specialists in 
Kansas (certified and non-certified) in each field of 


specialty. 
Summary 


This 1960 follow-up study, as did the 1955 study, 
has demonstrated a wide range of variation of dis- 
tribution of physicians within Kansas. While the 
total number of physicians in the state in 1960 is 
practically the same as in 1955, the average number 
of physicians licensed each year over the past five 
years has shown an increase over the average number 
that were licensed in the preceding twenty years. This 
is in spite of the fact that there was a decided drop 


in the number that were licensed in 1958, the year 
that the basic science law became effective. The ratio 
of persons per physician in Kansas has increased from 
876 in 1955 to 894.4 in 1960. 

Physicians, on the average, are one year younger 
than they were in 1955. As in 1955 the majority of 
physicians in the state are between 30 and 59 years 
of age, which is the age period considered as being the 
most effective in an individual's practice. The per- 
centage, however, in this age group has increased from 
65.77 per cent in 1955 to 71.20 per cent in 1960. 
The percentage of physicians in the older age groups 
has dropped since 1955. Differences of age distribu- 
tion of physicians practicing in Kansas in 1960 do 
not appear to be great enough to constitute a serious 
problem. 

Of all the physicians in the state the percentage 
who are graduates of the University of Kansas has 
increased from 40.9 per cent in 1955 to 46.6 per 
cent in 1960. The percentage of physicians in small 


(Continued on page 106) 


TABLE XV 


DISTRIBUTION OF PHYSICIANS BY MAJOR GROUPS OF SPECIALTIES IN 
1955 AND 1960 


Grand: Total 2,340 2,382 


Specialties 
SURGICAL MEDICAL OTHER Total 
Physicians 1955 1960 1955 1960 1955 1960 1955 1960 
Certified Specialists .. 173 200 139 161 a 378 430 
Non-Certified 

Specialists 252 145 250 98 68 31 570 274 
Rota ces sh 425 345 389 259 134 100 984 704 

1955 1960 

General Practice ..... 1,392 1,678 
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Television in Medicine 


Ten Years of Television at the 


University of Kansas Medical Center 


DAVID S. RUHE, M.D.,* and KALE C. GENTRY, M.D. 


EVERY PIONEERING VENTURE usually reflects the vi- 
sion and initiative of some one man, however he may 
have been supported by others of similar spirit and 
perception. Dr. Paul W. Schafer, appointed Pro- 
fessor of Surgery in 1949, brought television to the 
Kansas University Medical Center with the aid of 
Dean Franklin D. Murphy and with the crucial sup- 
port of Dr. LaVerne Spake who was, at that time, a 
member of the Kansas State Board of Regents. A 
short-lived venture with monochrome TV from Sep- 
tember, 1949, was replaced in November, 1951, with 
color TV of the CBS-Remington Rand Vericolor® 
system. So began a decade of adventure with tele- 
vision. 

From 1949 to 1953 the programs were primarily 
procedural surgery, but with excursions into surgical 
anatomy, physiology and pathology. The lone color 
camera was locked into a special light fixture in a 
single operating room, while the receivers were dis- 
tributed in major and minor classrooms. 

From 1954 the base of operations was broadened 
to explore more widely the powers of the television 
“eye” throughout undergraduate, graduate and post- 
graduate medical center activities. Methodical incor- 
poration of television into research, teaching, medical 
care and lay education was conceived. Logical appli- 
cations of television were sought. Enthusiastic faculty 
members were offered active collaboration for their 
personal efforts. Yet the evolution of the technical 
aspects of television has controlled many of the steps 
possible, while the unique ecology of all teaching 
medical centers has dictated the direction of others. 
In 1956 the W. K. Kellogg Foundation gave a sup- 
porting five year grant to permit broad scale television 
development and to supply personnel both for tech- 
nical innovation and for program operations. The 
American Cancer Society, both the Kansas Division 
and the national office, has been particularly helpful 
in support of special equipment needs. 

Although the Kansas University Medical Center 
television activities have occurred in all four areas: in 


Originally prepared as a senior paper by Dr. Gentry, 
who was employed part-time for three years by the Tele- 
vision Section of the Department of Audiovisual Education; 
rewritten as a report to the Kansas medical profession. 

* Assoc. Prof. Preventive Medicine and Public Health, 
and Head, Department of Audiovisual Education. 

t Now Director, Television Division, Walter Reed Army 
Medical Center, Washington, D. C. 


medical education, in medical diagnosis, in research 
and development, and in lay information, it seems 
most illustrative to record the highlights of a decade 
of work along departmental and/or topical lines. But 
first the underlying principles of visual communication 
should be briefly stated as a fitting framework for the 
overall efforts. 


The Era of Visual Literacy in Medicine 


The coming of all manner of visual tools of com- 
munication, their technical development to already 
useful degrees of reasonably foolproof handling, 
plus the gathering pressures of a film and television- 
oriented society all suggest that in medicine we are 
not far from a major breakthrough in the application 
of visual methods. In the medical school setting cer- 
tain criteria seem to obtain for the adoption of visual 
media. In their production and utilization services, 
departments of medical communications contribute 
to all school and hospital functions. However, since 
medicine is an intensely practical profession con- 
ducted by extremely busy and necessarily individual- 
istic personalities, the truly great advances toward 
visual literacy will probably occur when the various 
species of cameras become the personal eyes of the 
profession, for recording cases, for research observa- 
tions, for routine diagnosis, for specialized treatment. 
Automatic cameras, film or electronic adaptations to 
great ranges of available light, and new economics 
in materials all point to improved and expanded 
personal handling of the visual media, including TV. 

At Kansas University it has been our underlying 
goal to create and support the personalized use of tele- 
vision by individual teachers without reference to 
audience size, but rather toward seeking those func- 
tions of television which are “intrinsic” to medicine's 
needs for research, for diagnosis and for education. 
Since clinical teaching is conducted principally with 
real cases, it seems proper to ask TV to assist in in- 
tensifying these live experiences of medicine, rather 
than to substitute for them. This has been the theory 
and practice of our on-the-spot methods of use which 
flout the widely-held ideas of television as a “mass” 
medium. In medicine, therefore, we seek to make TV 
the servant of the instructor and the science, whether 
the student group is tiny or giant. 
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SURGERY: Color TV and the Big Closeup 


Dr. Schafer’s enthusiasm for television’s potential 
in surgery was first explored for junior medical stu- 
dents and in postgraduate activities.!? During these 
early 1950’s Smith Kline and French Laboratories 
were giving great impetus to color TV for surgery 
through a long series of programs at meetings across 
the country. The merits of TV for achieving surgical 
closeups were strikingly obvious, and these closeups 
augmented the impact of TV’s immediacy. The CBS 
field-sequential system (theirs and ours) provided ex- 
cellent color, despite certain technical difficulties. For 
a time a microwave link connected the Kansas City 
(Missouri) Veterans Administration Hospital with 
the University of Kansas Medical Center for the shar- 
ing of surgical programs. Operating room 518 with 
its gallery and adjacent control room was the origi- 
nating site for all programs of this period. 

In 1954 the gallery was converted into a fully- 
equipped classroom designed for on-the-spot utiliza- 
tion of TV in order to bring about the greatest pos- 
sible intensity of surgical experience short of actual 
participation. A postgraduate course for general 
surgeons called ‘Operative Clinics in Surgery’ was 
held for the five years 1955-59. In this same setting 
there have been frequent miscellaneous demonstra- 
tions of color TV for postgraduate audiences, as well 
as utilizations suggestive of values for teaching surg- 
ical anatomy.* 

However, the development of the art of color 
television during this formative decade has been 
slower than was once sanguinely expected. The CBS 
system, despite its good qualities, also has demon- 
strated intrinsic shortcomings. In order to forestall 
certain of these, and also to broaden our equipment 
armamentarium, a Dage Company 3-vidicon color 
camera was acquired.* At the same time the three 
prime technical obstacles of color cameras for surgery, 
e.g. light, mobility and facility, were approached for 
possible solutions, and significant improvements were 
achieved. 

The CBS color camera was liberated from its fixed 
ceiling mounting, and handled with a CBS dolly- 
boom. The 3-vidicon camera was swung from a heavy 
dolly-boom of our own design, but fabricated by the 
Dage Television Company. This dolly-boom can func- 
tion anywhere in the Medical Center, and notably any- 

‘where in the surgery suite, the delivery rooms, the 
autopsy room, etc. The present great need in color 
TV for large volumes of intense, cool, lens-centered, 
focusable light has been remedied in part with the 
devising of the KU-Klein light.5 The powers of the 
CBS camera were further augmented by acquisition of 
a large-screen color projector,** for use in the 


* Gift of the American Cancer Society, Kansas Division. 
** Gift of the American Cancer Society, Inc. 


Battenfeld Auditorium. Yet despite these technical 
gains, which have allowed an ever greater facility and 
mobility of color TV, the state of the color TV art 
awaits major breakthroughs in camera and receiver 
equipment before it can be used widely with efficiency 
and economy in medical schools for the surgical 
specialties. 


RADIOLOGY: Natural Target for TV 


Since monochrome TV is far superior to color in 
its technical controls and lower costs, the specialty of 
radiology with its black and white shadow pictures 
has been from the beginning an obvious target of 
television eflort. Furthermore, there early appeared to 
be a number of important intrinsic advantages in ap- 
plying TV to fluoroscopy. As events have indicated, 
revolutionary gains loom in the very near future. 

First, there is the practically unlimited brightness 
provided by electronic amplification, thus eliminating 
the need for dark adaptation of the fluoroscopist’s ret- 
inae, and allowing him to see with both rods and cones 
at reasonable light levels. Second, by electronic means 
the contrast of the picture can be controlled easily 
and automatically. Third—and of no small conse- 
quence—image storage techniques allow a single x-ray 
exposure to produce an image that can be viewed 
over a relatively long period of time, thereby re- 
ducing radiation to patient and doctor. Developing 
applications of this principle with a pulsing device,* 
or with a grid-controlled x-ray tube will soon produce 
a great reduction of x-rays when employed for serial 
studies. Television as currently used with image in- 
tensifiers does not yet reduce exposure, but requires 
slightly more than mirror optic systems available at 
present. Fourth, development of TV cameras utilizing 
X-fay sensitive tubes in the television camera theoret- 
ically permits a marked decrease in the radiation nec- 
essaty to produce a good picture. Such reduction in 
radiation should be very great as further specialized 
tube development occurs. Future development of TV 
cameras utilizing x-ray-sensitive vidicons and orthi- 
cons holds great promise. Fifth, an infinite number of 
observers or students can watch the television fluoros- 
copy from close or remote stations in daylight. For 
certain routine types of fluoroscopy, the radiologist 
himself may prefer to view from a distance, thereby - 
reducing his own total radiation increment. Sixth, the 
image may be recorded on magnetic or thermoplastic 
tape or motion picture film which is quickly available 
for projection-analysis, and can be preserved indefi- 
nitely for teaching and/or later comparisons. And of 
course the television images can be broadcast as a 
medical educational television program whenever 
this may be desirable, as long as. the TV systems 
utilized in radiology continue to conform to broad- 
cast standards. 


* Dynapulse® Machlett Company. 
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Dr. Karl A. Youngstrom of the Department of 
Radiology in 1955 began to undertake incorporation 
of motion pictures and television into his research 
and departmental diagnostic services, initially in 
cooperation with Drs. E. Grey Dimond and T. K. Lin. 
For the purposes of the Cardiovascular Laboratory, 
they utilized a Dage TV monochrome camera chain 
with a Bell & Howell 16 mm. motion picture camera 
for their 5 inch Philips image-intensifier. In later 
years Dr. James E. Crockett and Dr. Marvin I. Dunn 
of the Department of Medicine have routinely used 
motion pictures and television for cardiac catheteriza- 
tion, employing the cameras for definition of cardiac 
and vascular pathophysiology, and recording this 
pathology for repeated playback, study, and teaching. 
Dr. Colvin H. Agnew recently has joined Dr. Young- 
strom in the expanded television activities of the 
Radiology Department. A North American Philips 
Company complex consisting of a 9 inch image-in- 
tensifier with Philips vidicon camera and monitor has 
been installed with a Philips x-ray machine. Sound 
motion picture recording is supplied by a 16 mm. 
Cinephonic camera. The Dynapulse® is an integral 
part of the Philips x-ray system in this research com- 
plex. Speech research funds have contributed greatly 
to the development of this tool, through the collabora- 
tion of Drs. William Diedrich and Ralph Shelton. 
(Figure 1) 

During the years 1956-59 a liaison between Gen- 
eral Electric Company’s X-ray Division enabled the 
television staff with Dr. Youngstrom to evaluate 
clinically a series of x-ray-sensitive semiconductor 
tubes of the TVX® series as developed by G. E. en- 
gineer John E. Jacobs. One of the series was a 12 
inch tube built to medical specifications for ostensible 
utilization in hospital or office practice. A few units 
have subsequently been offered for sale for special 
diagnostic purposes. The potential electronic efficiency 
of this type of tube suggests that at least some relative 
of the TVX may well become the standard radiological 
tool for the office practice of medicine. In 1958 a com- 
parative study of radiological methods of visualiza- 
tion, including several TV approaches, was under- 
taken but is unpublished. For current needs at least, 
image-intensifier television complexes appear to be the 
most practicable. 

In the cardiovascular laboratory present TV use 
runs perhaps to 10 hours per week, while in radiology 
the use of TV may be as much as 12 hours per week. 
This annual total of more than 1,000 hours of tele- 
vision time appears to foreshadow great expansions 
of TV utilization when the technical television in- 
novations for radiology begin to reach their apparent 
promise. Improvements in television systems already 
allow image details superior to contemporary fluoro- 
scopic screens. While photoluminescent plates in de- 
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velopment by RCA Laboratories offer another ap- 
proach of great potential. 


PSYCHIATRY: TV Makes Possible 


**Uncontaminated”’ Behavioral Observations 


All the behavioral sciences share the problem of 
the “psychic contamination” imposed upon the pa- 
tient-doctor relationships by the presence of observers. 
Using television, the intimate teaching-observation of 
psychiatric materials can be approached with a pre- 
cision of analysis which has never before been pos- 
sible. Television has been explored methodically for 
four years at all levels in the medical school, from 
psychodynamics for freshmen to psychotherapy for 
residents. This work by Drs. Sigmund Gundle, Paul 
C. Laybourne, Louis H. Forman, Merrill I. Eaton and 
Morton Jacobs® has been singularly provocative to 
the faculty. (Figure 2) Active steps toward expansion 
of television into other areas is being undertaken. 
Particularly attractive are the potentials in outpa- 


Figure 1. Television in Radiology. Special proce- 
dures room, Department of Radiology, equipped with 
Philips x-ray unit, 9 inch Philips image intensifier with 
Philips vidicon black and white television camera and 
Cinephonic 16 mm. magnetic sound motion picture 
camera. (Drs. Karl A. Youngstrom and Colvin H. 
Agnew. ) 
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tient teaching and case supervision, the use of tele- 
vision as an instrument for the clinical testing of 
knowledge and skills, and the routine use of reusable 
videotapes for the recording of interviews so that later 
criticism, conferences, study, and development of a 
psychiatric visual teaching library will be possible. It 
is not impossible that TV will one day soon be con- 
sidered indispensable for adequate instruction in psy- 
chiatry. 

Many behavioral situations within other specialties 


Figure 2. Television in Psychiatry. Wahl Hall audi- 
torium large-screen TV demonstration utilizing Upjohn 
black and white projector. Dr. Sigmund Gundle pre- 
senting psychiatric material, Dr. Donald Greaves con- 
ducting interview in psychiatric building. 


of medicine have been explored in preliminary 
fashion. “Television illustrations” in hearing and 
speech, rehabilitation, and certain aspects of nursing 
have only served to suggest the almost illimitable 
range of the TV camera in behavioral situations. 


ENDOSCOPY: The Television Camera 
Heralds the End of Monocularity 


Ever since endoscopes were devised, the problem 
of the endoscopist-teacher has been that he could not 
teadily demonstrate to students the views which he 
himself was seeing. Holinger and Brubaker? were the 
first in the United States adequately to solve the prob- 
lem of photographic endoscopes for the film record- 
ing of pathology. Recently vonLeden and Moore,’ 
deMontreynaud, Edwards and Gladu® and others have 
been intensively seeking to apply to endoscopy the 
television camera with its immediate living image. In 
the last five years there has come into the ken of 
scientists the potential for extreme flexibility of en- 
doscopes in the new glass fiber bundles; these embody 
the quartz rod light transmission principle but carry 
it to a logical conclusion in the fabrication of the 
new ‘‘fiberscopes.” 


For some three years we have been working desul- 


torily with the Franklin Institute of Philadelphia, 
seeking fiber bundles of good quality for television 
experiments. More recently, Hovnanian of AVCO, 
working with the National Naval Medical Center, 
has produced a “dental probe,” !° a fiberscope with de- 
veloped optical accessories suitable for preliminary 
TV efforts. With purchase of one of these fiber 
bundles* has come the opportunity to explore tele- 
vision applications for the ear, nose and throat (Dr. 
G. O. Proud) and the gastrointestinal tract (Dr. 
A. P. Klotz). 

In passing, it should be noted that routine photore- 
cording of diagnostic problem materials for study 
and later consultation is expected to become more 
easily obtainable when the engineering of feasible 
videotape and motion picture systems for endoscopy 
have been achieved. 


POSTGRADUATE MEDICAL EDUCATION: 
Time A-Wasting 


Since the University of Kansas Medical Center has 
been the leading postgraduate medical educator of the 
U. S. for some years, and has pioneered the concept of 
lifetime responsibility for the education of its phy- 
sician graduates, the use of television has been ex- 
amined closely and many preliminary efforts have 
been undertaken. The existence of the excellent 
facilities of the Student Union-Continuation Center 
has offered unusual opportunities for certain types 
of television demonstrations. Over the past six years 
a wide range of television illustrations has been em- 
ployed for various reasons: for novelty, for change 
of pace in dominantly talkie-talkie sessions, for provoc- 
ative stimuli toward new areas of contemporary med- 
ical interest such as heart surgery, and, happily, often 
for such honest purposes as parent counselling (in 
hearing and speech), operative surgical clinics (with 
guest surgeons), dry clinics (of patients who were 
better handled by TV than shown on the floor before 
large groups), and many others. In all cases it should 
be emphasized that intensive planning and program- 
ming is necessary to achieve satisfaction with these 
large-audience groups. 

In the Battenfeld Auditorium it has been useful to 
employ large-screen TV projection for greater impact. 
The CBS field-sequential projector** has been rather 
crotchety as a technical instrument, but provides 
striking images when functioning well. Recently the 
Upjohn Company has made a loan of a General Pre- 
cision Laboratories monochrome projector which has 
made possible very satisfactory black and white pro- 
jection. In the past, several of the national telecasts 
sponsored by pharmaceutical houses have been pre- 


* Made possible by the American Cancer Society, Kansas 
Division. 
** Gift of the American Cancer Society, Inc. 
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sented by large screen in Battenfeld Auditorium, 
notably the Lilly program on the Salk polio vaccine 
and the Wyeth program on long-acting penicillin for 
streptococcoses. 

The cooperative microwave linkage between the 
Medical Center and the Kansas City (Missouri) 
Veterans Administration Hospital was installed in 
1953 and discontinued in 1955. Although such tele- 
vision connections between teaching hospitals are 
highly practicable, television for medical education 
has seemed to require long strides before such linkages 
could become economically and educationally effective, 
and tenable as an administrative effort (see recent 
efforts of the Jacksonville (Florida) Hospitals Educa- 
tional Program, Dr. Max Michael) .14 

With a Kansas Educational Television Authority 
and network in prospect, the Medical Center should 
realize certain potentials heretofore impossible. A 
studio space has been allocated on the roof of the 
F Building, adjacent to the teaching gallery of the 
Department of Surgery. From the studio, with satel- 
lite microwave facilities connecting the center with a 
transmitter somewhere near Lawrence, programs for 
doctors only can then be planned and telecast. For 
some years local efforts have bzen underway to develop 
a doctor’s system of television encoding, wherein there 
could be maintained security of content, with privacy 
of patients and anonymity of doctors. Commercial en- 
code-decode systems devised for pay television give 
early prospect of offering experimental telecourses 
which can prove the feasibility of postgraduate medi- 
cal continuing education delivered privately to the 
doctors in their hospitals, at their desks or in their 
homes. Simultaneously, there is a multi-pronged na- 
tional effort, in which Kansas University will share, to 
produce and share videotaped medical courses suitable 
for telecast to doctors either by open or by “scram- 
bled’ telecasts. Such telecourses can be converted to 
16 or 8 mm. sound motion picture films, and can be 
made available for hospitals and individual physicians 
for self-instructional programs.* 


MISCELLANEOUS DEPARTMENTS: What 
We Have Yet to Do; Promises and Prospects 


The laboratory sciences have yet to be explored in 
the degree to which television obviously can be ap- 
plied, as shown by other workers in medical TV. Un- 
happily, the Lawrence campus with its anatomy, phys- 
iology and biochemistry is prohibitively distant; 1962 
will bring opportunity, when these departments will 
be housed in Kansas City. Use of the black and 
white camera in physiology, pharmacology, micro- 
biology and pathology laboratory demonstrations has 
been suggested by many others!2: 13 but only scat- 
tered TV illustrations of the past years have scratched 


* Note: a pilot program sponsored by the Missouri 
Academy of General Practice is exploring the improved use 
of motion pictures for postgraduate medical education. 


the surface at this medical center. The Departments 
of Physiology and Anatomy will undertake methodical 
incorporation of television into laboratory activities 
early in 1961. It seems plain that wherever demon- 
strations of procedures to be carried out by students 
are required, the vidicon camera handled by the in- 
structor in front of his class can offer to each student 
the exact fingertip image of what he will shortly be 
doing himself. Simple, cheap and relatively foolproof 
vidicon cameras have been devised and will soon be- 
come part and parcel of routine preclinical science 
teaching. 

Television as a method of research instrumenta- 
tion offers many challenging avenues. Many bio- 
physical measurements are possible utilizing the in- 
trinsic qualities of television tubes as instruments to 
solve problems of light, contrast and time.14 

Unfortunately, at least for television development, 
there is no school of dentistry associated with Kan- 
sas University, since some of the most provocative 
uses of television have occurred in the teaching of 
procedural dentistry.14-15 Nursing education gives 
prospect of many types of utilization; and our TV 
schedules of past years show scattered television il- 
lustrations of postgraduate nursing efforts. 

Hearing and speech has found TV useful for 
large groups when it could not encompass its teach- 
ing audiences within one-way mirror observation 
rooms. 

Rehabilitation and physical medicine are a natural 
arena of television demonstration and analysis. 

Practical nursing, medical technology and _radio- 
logical technology all suggest utilizations when eco- 
nomics make them possible. 


LAY EDUCATION: A Wider Responsibility 
For the University Medical Center 


Within the framework of our enlightened demo- 
cratic society every state university may in time be 
conceived to owe its adult tax-paying public a life- 
time of adult information as well as formal educa- 
tion. The coming of educational television to the 
great American state universities offers the prospect 
of an enormous expansion of extension services. In- 
deed, every home with a TV receiver becomes a 
candidate and target for multi-level education, formal 
and informal, which potentially involves almost all of 
the subjects of a university curriculum. 

Anticipating the coming of the ETV network for 
Kansas, Kansas University has equipped and staffed 
a teaching and productional television unit in Law- 
rence. At the Medical Center in 1956 the first nine 
programs of our health education series, “The High- 
roads to Health,” were produced and broadcast. 
Three were committed to film thereafter and have 
been widely distributed nationally. With the coming 
of videotape recording there is now an immensely 
widened prospect of the national sharing of pro- 
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duction responsibilities for scientific and health in- 
formation. The University of Kansas will fulfill its 
share of this obligation. 


THE DEPARTMENT OF MEDICAL 
COMMUNICATION: Platform Under 
Television Activities 


An active department of medical communications, 
including illustration, photography and cinematog- 
raphy, a visual materials library, a utilization serv- 
ice and an equipment depot is one platform upon 
which a broad-based television effort can safely and 
profitably grow.!7 Because of the Medical Center's 
national leadership in the development of television 
for medicine, numerous consultations and visitations 
have been undertaken in behalf of other medical 
institutions. Two medical television workshops have 
been conducted locally, and many group demonstra- 
tions have been organized. Support has been ex- 
tended to the Council on Medical Television of the 
Institute for Advancement of Medical Communica- 
tion, to the Audiovisual Conference for Medicine 
and Allied Sciences, to the Association of American 
Medical Colleges, to the American Medical Associ- 
ation. Cooperation with the National Institutes of 
Health, the National Naval Medical Center, the 
Veterans Administration, the Calvin Company for 
its Film and Television Workshops, the American 
Association of Anatomists and the Intersociety Com- 
mittee for Increase of Research Potential in Pathol- 
ogy. These efforts have enabled a widespread dis- 
semination and sharing of the Kansas experience, 
for what it could offer to others. 


RETROSPECT AND PROSPECT: The 
University Medical Center TV Facility 


We hold it to be generally true that medical 
school television, to be accepted and used routinely, 
must become the personal tool of faculty members, 
one by one, specialty by specialty. From this truism, 
tight or wrong, certain conclusions and directions 
may readily be drawn. First, the electronic engineers 
who will bring TV to ever greater precision, automatic 
function, versatility and economy are decidedly the 
spearpoints of progress, however much they may be 
influenced in their research by the criteria set them 
by biophysicists and physicians. The more than 1,600 
television hours which the Medical Center has so 
far conducted have in the main been suggestive and 
exploratory. But they show a few clearcut present 
areas of important and probably permanent use, sev- 
eral areas of high interest for immediate develop- 
ment, and not a few very promising bridgeheads 
which await exploitation by ingenious medical minds. 

Radiology should be the first to incorporate tele- 
vision into workaday office and hospital diagnosis, 
teaching and research. The behavioral sciences, not- 


ably psychiatry within the medical center, should 
find television virtually indispensable to truly ef- 
fective teaching before another five years have 
passed; and there is some reason to think that cer- 
tain aspects of behavioral diagnosis and treatment 
may be radically altered with TV observational 
tools. Specialized diagnostic and teaching methods, 
such as TV endoscopy and microscopy, have a high 
probability of successful development and early ac- 
ceptance. Since all procedural demonstrations lend 
themselves to TV, when faculties can agree upon 
what procedures each wants to teach to what students, 
then the facility of television will come of age in all 
the laboratory and clinical sciences where methods of 
handling biological and human materials are shown. 

Television offers new ways of looking and seeing. 
In the next decade few areas of medicine will re- 
main untouched. Some few will be transformed by 
it. These new eyes jointly called television exist for 
medicine’s use. The University of Kansas Medical 
Center hopes to contribute at least its share of pro- 
ductive work toward an ever wider vision for medi- 
cine. 
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Tumoral Calcinosis 


COLVIN H. AGNEW, M.D. 


SEVERAL MONTHS AGO the Radiology Department 
added the “case” method of teaching radiology to 
its program to acquaint medical students and house 
staff with radiologic differential diagnosis. The 
merits of the “case of the week” have been estab- 
lished by others.1 Many radiology departments have 
adopted Felson’s ‘case of the week” program to their 
needs. Similar techniques are published regularly, 
such as the recent “orthopedic case of the week” 
(JAMA). In Diseases of the Chest Felson sponsors 
the ‘‘case of the month.” On a quarterly basis it ap- 
pears in the Texas Reports on Biology and Medi- 
cine.* 

Competition is a common method of motivation. 
Felson found that a nickel reward was even a further 
incentive to participation. It is our hope that curi- 
osity will be a sufficient challenge, and that reward 
will come in the form of increased knowledge. The 
present plan of departmental presentation is to select 
a film with a fairly obvious lesion, and to follow it 
in one week with a condition having similar but dif- 
ferential features. The features which distinguish 
the condition are posted along with those who had 
arrived at the correct diagnosis. A battery of view 
boxes in the corner of the film room provides inter- 
ested students and staff with something to do while 
they wait for films. A brief résumé of the clinical 
information is provided. At times, perhaps, the se- 
lection of material is too subtle or obscure; it has 
been gratifying to note, however, the number of 
medical students as well as house staff who arrive 
at the correct diagnosis. Only a few of the senior 
staff have been willing to compete with the medical 
students and house staff. 


Case Summary 


This 19-year-old boy was referred to the Medical 
Center complaining of a lump on the left hip since 
1957. Approximately four years earlier he had been 
seen here complaining of joint pains, mainly in the 
hands, but also in the shoulder and neck which were 
diagnosed as rheumatoid arthritis. At that time swol- 
len metacarpal-phalangeal joints were present, and 
both elbows were slightly erythematous. Furthermore, 
it was believed that his extremities were enlarged. 


From the Department of Radiology, University of Kan- 
sas School of Medicine. 


A Radiologic Teaching Method 


Figure 1. Left hip. Conglomerations of calcium are 
seen regularly distributed through the mass intimately 
related to the greater trochanter. 


This enlargement was attributed to pituitary gigan- 
tism. During his hospitalization his afternoon tem- 
perature regularly arose to 100°. It was thought, 
however, that his rheumatic fever was not active, 
but he was continued on aspirin. 

Shortly after the insidious development of a firm 
lump on the lateral aspect of the left hip, small 
nodules developed about both elbows. At one time 
these were believed to be rheumatoid nodules and 
were treated without effect with cortisone. He was 
asymptomatic until September, 1959 when an injury 
to the left hip caused this mass to burst. Culture 
showed staphylococci. The hip abscess continued to 
drain. In December, 1959, material from the hip 
abscess showed Actinomycosis bovis organisms. A 
tumor was removed from the left elbow and re- 
ported as chronic bursitis with calcification. Direct 
examination and culture was interpreted as Actinomy- 
cosis bovis organisms. The hip lesion continued to 
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drain intermittently, and he was referred to the gen- 
eral medical service. 

The diagnosis of actinomycosis was not confirmed 
here. The left hip lesion was completely removed 
and showed focal calcification consistent with calcific 
bursitis. These sections have been reviewed by Dr. 
Boley and he agrees that this represents tumoral 
calcinosis. 


Discussion 


In 1943 Inclan,? a Cuban physician, described 
three patients with giant, partially calcified tumors 
similar to this case occurring in three Negro females, 
ages 18, 19 and 10 years. Subsequently, Thompson 
and Tanner® reported on a similar condition in 
three members of the same family of nine children, 
and described a lesion as occurring in “young in- 
dividuals, both sexes, which enlarge, grow rapidly, 
but growing to a definite self-limited size. These ap- 


pear during adolescence and are self limited after 
growing for about one year.” Thompson and Tanner 
emphasized the familial nature of the condition. It 
is of some interest that Ghormley in discussing 
Inclan’s cases cited a boy 14 years old with two sis- 
ters who, apparently, all had this condition. 

More recently Reeves and Barton* have reported 
three more cases in which two were siblings. All were 
Negroes. 

The differential diagnosis should include calcinosis 
universalis and calcinosis circumscripta. Neither of 
these two conditions closely resemble the calcifications 
seen in this patient. Calcifications in collagen disease 
such as dermatomyositis might justify a serious con- 
sideration. 

Myositis ossificans conceivably might appear to 
multiple sites in relation to the bursa, but usually 
these may be distinguished both on a clinical and 
radiologic basis. 

Calcification about the hip joints in paraplegics 


Figure 2. Left elbow. In the lateral view these calcifications are arranged lineally; however, the frontal view 


shows the tumoral feature. 
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the left elbow. 


and calcification seen in some serious injuries such 
as burns might be difficult to distinguish from the 
calcifications seen in this individual. The history, 
however, would be important and conclusive in the 
differential. 

The important point about this case is that it is a 
benign condition with a familial tendency occurring 
during adolescence, and is a self limited disease 
which does not recur following surgical removal. 
These patients are prone to infection; chronic infec- 
tion may lead to amyloidosis.5 Proper treatment 
hinges upon the accurate diagnosis of the condition. 
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Psychiatric Teaching 


Operations of the K.U.M.C. Out-Patient Psychiatric Clinic 


RUTH M. LAPI, M.D., Kansas City 


EXPERIENCE IN THE diagnosis, disposition and treat- 
ment of patients in the Psychiatry Clinic is a major 
part of the psychiatric teaching program for senior 
medical students. The following is a report of clinic 
operations during the school term from September, 
1959, to June, 1960. 

Any patient who applied was given an appointment 
for diagnostic evaluation. Those patients typifying 
the psychiatric problems for which physicians, other 
than psychiatrists, should be able to assume respon- 
sibility were treated in the clinic. Appropriate referral 
of other patients who required long-term intensive 
psychotherapy or other treatment was made. At all 
times, students had close supervision by full-time and 
part-time faculty and the senior psychiatric residents 
in the clinic. Three hundred and fifty patients were 
seen; 123 men and 227 women. 


Who Were the Patients? 


The ages ranged from 10 to 83 (Table I). The 
majority were in the 20 to 40 year bracket and next 


TABLE I 
AGE DISTRIBUTION 
Age Percentage 


TABLE II 
MARITAL STATUS 


Percentage 


commonest were the adolescents. There was some age 
‘overlap in the adult clinic and the child psychiatry 
clinic in the latter group. Some of the adolescents had 
complaints similar to those of the older age group; 
for instance, the 14-year-old girl who complained 
about her mother-in-law, and with justification. Most 
were married (Table II). 


Director, Outpatient Psychiatry Clinic, University of 
Kansas School of Medicine. 


How Did the Patients Get to the Clinic? 


Thirty-nine per cent stated that they were self- 
referred. Another 5 per cent were urged to come by 
family or friends. Three per cent were continued 
treatment cases carried over from the previous term. 
Twenty-one per cent were referred from the Medicine 
Clinic. Six per cent were referred by private physi- 
cians. Table III indicates other sources of referral. 
The self-referred patients were sufficiently sophisti- 


TABLE 
SOURCE OF REFERRAL 


Percentage 


Stated Self-Referred ...... 39 plus 3% carried-over 
Medicine Clinic .......... 21 
Private Physician 
Family, Friend 
Family Service Agency ... 3 
Neurology Clinic 
K.U.M.C. Emergency Room 3 
Ob-Gyn Clinic 2 
School, Minister, Private 

Psychiatrist, Probate 

Court: Clinic. 1 
Lawyer, V.A. Hospital, 

Psychologist, In-Patient 

Psychiatry Department .. 
G.U., Allergy, ORL, 

Endocrine, Pediatrics, 

Orth. Surg., C-V Clinics, 

Vocational Rehabilitation, 

Welfare Agency 


6 (Each) 
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cated to think that their difficulties might be of psy- 
chogenic origin. Despite the fact that students had 
learned techniques of referral, patients referred from 
other clinics stated that they had come to the Psychi- 
atry Clinic because their other doctors “‘couldn’t find 
anything wrong,” inferring that a psychiatric diag- 
nosis was being considered only by exclusion. There 
was a definite difference in the “psychological-mind- 
edness” of the two groups. © 

Seventy-eight per cent of the patients were coming 
to this clinic for the first time. Twenty-two per cent 
had received treatment in previous years. 


Where Did They Come From? 


Fifty-six per cent were residents of Kansas and 44 
per cent were from Missouri. As would be expected, 
74 per cent came from within a 10-mile radius of the 
clinic. However, some came long distances for con- 


tinued treatment (Table IV ). 
TABLE IV 
Residence: Kansas ..... 56% 
Missouri .... 44% 

Distance Traveled Percentage 
1 Patient—180 Miles 
1 Patient—380 Miles 


plained of irritability or temper tantrums. Seven per 
cent complained of difficulty at work or in school. 
Six per cent had exhibited bizarre behavior or speech. 
Three per cent complained of various sexual devi- 
ations. One patient complained of “being age 23 and 
still not smart” (Table V). 


TABLE V 
CHIEF COMPLAINTS 


Percentage 
Difficulty in intra-familial relationships . 11 
Nervousness as sole complaint ......... 10 
School or work difficulty .............. 7 
Sexual deviations, phobias, insomnia, tan- 


Delusions, delinquent behavior, drug ad- 
dition, confusion, obsessive thoughts 
and compulsions, withdrawal and lack 
of friends, fatigue, loss of self-confi- 
dence 


What Were Their Complaints? 


Many patients had multiple complaints. It is of 
interest to note that the complaint stated at the first 
visit was often not the real reason for coming and 
it often bore little or no direct relationship to the 
psychiatric diagnosis. Instead, it seemed to be just 
the “ticket of admission” to playing the role of 
“patient” in the clinic. It is traditional to complain 
of physical discomfort when going to see a doctor, 
and, accordingly, 21 per cent of admissions had so- 
matic complaints as their stated reason for applying 
to the clinic for aid. By the second or third visit, 
the patient was often able to disclose the more basic 
difficulty. 

Thirteen per cent of the patients complained of 
depression, and half of these had attempted or threat- 
ened suicide. Eleven per cent complained of intra- 
familial difficulty, either between spouses or between 
parents and children. An additional 3 per cent com- 


3 


What Were the Psychiatric Diagnoses? 


Twenty-nine per cent had psychoneurotic reactions 
and twenty-five per cent had psychotic disorders. 
Thirty per cent had personality disorders, either as 
the sole diagnosis or underlying a more acute reaction. 
Six per cent had psychophysiological disorders; six per 
cent had chronic (irreversible) brain syndromes; and 
four per cent were mentally retarded, cause unknown 
(Table V1). 

Eighty-nine patients completed a standard battery 
of psychological tests. Additional testing was done 
when indicated. Of those tested, 42 per cent had 
1.Q.’s in the average range (90-110). Forty-seven had 
I.Q.’s in the superior range and the rest were retarded 
(Table VIII). 


What Were Their Financial Circumstances? 


This question is of interest in view of recent soci- 
ological studies on the occurrence and treatment of 
psychiatric illness in different social classes. Thirty- 
seven of the patients were classified as able to pay for 
some treatment. Twenty-two per cent carried medical 
insurance. This included the oldest patients, a 70- 
year-old man with an anxiety reaction, a 74-year-old 
with cerebral arteriosclerosis, a 76-year-old chronic 
schizophrenic and a senile 83-year-old. 
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What Recommendations Were Made 
To the Patients? 


Fifty-three per cent of the patients were deemed 
suitable for psychotherapy in the clinic, and 9 out of 
10 did receive such treatment. Twelve per cent were 
given medications, usually of the ataractic or mood- 
elevating sort. Sixteen per cent were referred for hos- 
pitalization, and all but two of these patients were 
accepted. Five per cent were referred to Family Serv- 
ice agencies for marriage counseling (Table VIII). 

As stated above, many patients were seen only 
once or twice for evaluation. Other patients varied 


TABLE VI 
PSYCHIATRIC DIAGNOSES 


Percentage Percentage 


of Sub- of Total 
Category Patients 
Psychoneurotic Disorders ..... 29 
Anxiety Reaction .......... 
Dissociative Reaction ...... .05 
Conversion Reaction ....... 14 
Phobic .05 
Obsessive Compulsive 
Depressive Reaction ....... 38 
Psychotic Disorders 
Involutional Psychotic 
Affective Reactions 
Manic Depressive Reaction . 0.6 
Psychotic Depressive Reaction 1.4 
Schizophrenic Reactions ...... 19 
Catatonie “Type: .03 
Paranoid Type............. 43 
Schizo-Affective Type ...... .10 
Acute Undifferentiated Type .05 
Chronic Undifferentiated ... .30 
Latent (in remission) ...... .02 
Psychophysiological Disorders . 6 
Gastrointestinal Reaction ... .38 
Nervous System Reaction .. .29 
Musculoskeletal Reaction ... .19 
Cardiovascular Reaction .... .13 
Personality Disorders 
Personality Pattern 
Personality Trait Disturbance 9 
Sociopathic Personality 
8 
Transient Situational 
Personality Disorders .... 8 
Mental Deficiency ........... 4 
Chronic Brain Disorders ..... 6 
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in number of visits up to 33. The majority required 
3 to 10 visits. 
What Were the Results of Treatment? 


A valid answer cannot be given because of inad- 
equate facilities for follow-up. Some patients who 


TABLE VII 
INTELLIGENCE QUOTIENTS 
(SHIPLEY-HARTFORD) 
Percentage 

1 Patient had an I.Q. of 35 


did not return for a scheduled appointment, when 
contacted, stated that they felt they had received suf- 
ficient help that they could now deal with their prob- 
lems, and would call on the clinic again if it should 
become necessary. Others expected a “magic pill” 
and were disappointed when it was not forthcoming. 
Some broke off therapy for reasons inherent in their 


TABLE VIII 
RECOMMENDATIONS TO PATIENTS 


Percentage 

Psychotherapy in student clinic ......... 53 
Referral to Family Service for expert mar- 

Referral to out-patient psychiatry clinic 

Referral to psychiatric resident for psy- 

Referral to private psychiatrist ......... 1 


Referral to other K.U.M.C. clinics as in- 
dicated, to Vocational Rehabilitation, 
to private physician with recommenda- 
tion, etc. 


illness, as when insight was gained too rapidly, or 
they could not give up the gains obtained by re- 
maining ill. 

Twenty per cent of the patients stated that they 
had been completely relieved of the complaint for 
which they had come. Twelve per cent stated that 
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they had been “much improved” and 14 per cent 
noted some improvement. Eleven per cent were con- 
tinuing in therapy. These “improved” patients had 
obtained relief of symptoms and were again able to 
work and were more comfortable. In such brief ther- 
apy they obtained only minimal insight. The long- 
term intensive therapy necessary for “cure” was not 
available. In addition, all patients are not. amenable 
to such treatment. 


We are interested also in those who made first 
appointments and did not keep them. In a clinic in 
which students see patients for a total of only 9 or 
10 days, missed appointments cut down appreciably 
on the clinical material from which they can learn. 

There were 125 “no shows,’ 77 women and 48 
men, Sixteen per cent of these were referred from 
the Medicine Clinic, 14 per cent were self-referred 
and 6 per cent were referred by private psychiatrists. 
Sixty per cent were from Kansas and 40 per cent 
from Missouri. The distance from clinic may have 
been a factor in some cases insufficiently motivated 
for treatment, as 7 per cent of this group were re- 
ferred from more than 100 miles away. 


The clinic was also engaged in research activities, 
in which the students participated. In so doing, they 
became aware of the placebo effects of drugs and of 
how the status of the doctor-patient relationship af- 
fected the actions of medications. They also became 
much more critical of medical advertising, when they 
observed for themselves objective evidence of the 
results of drug therapy as contrasted to claims made 
for the same medicines. 
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Physician Distribution 
(Continued from page 93) 


communities who are Kansas graduates has increased 
over the 1955 percentage. 

In 1960 we find 29.55 per cent of Kansas phy- 
sicians are classed as specialists. There has been an in- 
crease in the number, as well as in the percentage of 
physicians, who are certified specialists. Wichita has 
the greatest number and percentage of physicians who 
are specialists. This was also true in 1955. As pre- 
viously found in 1955, there is a preponderance of 
physicians in the surgical specialties in 1960. 

With a few minor increases or decreases in one 
category or another, it has been found that there has 
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TABLE XVI 


DISTRIBUTION OF PHYSICIANS BY FIELD 
OF SPECIALTY IN 1960 


Specialty 

g § 

Z 
Specialty 

I. Surgical 
3. Neurosurgery .......... a 1 8 
4. Orthopedic Surgery ..... 23 5 28 
5. Plastic Surgery ......... 5 1 6 
8. Obstetrics and Gynecology 26 20 46 
9. Ophthalmology ........ 28 6 34 
10. Otorhinolaryngology .... 30 17 47 
11. Ophthalmology plus 
Otorhinolaryngology .... 2 4 6 
II. Medical 

13. Dermatology .......:..: 
14. Internal Medicine ....... 74 56 130 
16. Cardiovascular Diseases . 1 3. A 
17. Gastroenterology ....... 0 0 0 
46) Tuberculosis ........... 
22. Psychiatry plus Neurology 41 6 47 


III. Others 
23. Anesthesiology 
24. Pathology 
25. Clinical Pathology 
26. Bacteriology 
27. Radiology 


OFA 


28. Industrial Practice ...... 0 0 
GRANDS TOTAL 2,382 


been no outstanding change in the distribution of 
physicians in Kansas in 1960 as compared with 1955. 
A few small variations have occurred, but not enough 
to greatly change the over-all picture. 
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Future of Psychiatry 


The Theory of the Open Ward 


JOHN T. BRAUCHI, M.D.; MERRILL T. EATON, JR., M.D., 


and DONALD C. GREAVES, M.D. 


PINEL REMOVED THE CHAIRS. For a while some doors 
were opened. Then they were closed again. Rees® 
opened them once more. How will this change 
psychiatric practice in the latter part of the twentieth 
century ? 

This we predict! The majority of psychiatric pa- 
tients will no longer be treated in large, isolated, 
specialized mental hospitals, but instead will be cared 
for in open wards in general hospitals and in small 
psychiatric hospitals in their own communities.. This 
will encourage patients to secure earlier and hence 
briefer, more effective treatment; enable the com- 
munity to be more aware of the needs of the mentally 
ill; and will simplify psychiatric practice and break 
down the barriers between office and hospital prac- 
tice. 

England has been gradually opening the wards of 
her mental hospitals. Several of the English hospitals 
have been open since 1949. Rees,1% 11 Bell,1 Stern,!8 
and others have demonstrated that most, if not all, 
psychiatric patients can be treated on open wards. 
This conversion to the open ward was carried out in 
large mental hospitals, many of them being isolated 
and occupied by chronic patients and having a low 
turnover rate. Recently, this trend of opening the 
wards has spread to the United States, also in the 
larger state hospitals.12 More recently psychiatric 
wards in general hospitals have begun to open their 
doors. The conversion of the psychiatric ward at 
the University of Kansas Medical Center has been 
reported by Kim and Eaton.? 

On the basis of experience with continued open 
ward management, the authors are convinced that: 
(1) No patient need be refused admission because 
he is ‘too obstreperous, belligerent, suicidal, im- 
pulsive or unpredictable.” One possible exception is 
the criminally insane, or better, the insane criminal. 
These patients require more security than the ordi- 
nary locked ward can provide and therefore are best 
treated in the psychiatric facilities of a penal institu- 


Read at the Thirty-fifth Anniversary Congress of the Pan- 
American Medical . Association, Mexico City, D. F., May 
2-11, 1960. John T. Brauchi, MD, Assistant Professor of 
Paychiatry, University of Kansas Medical Center, Kansas 
City 12, Kansas. Merrill T. Eaton, Jr., M.D., ‘Associate 
Professor of Psychiatry, University of Nebraska School of 
Medicine, Omaha, Nebraska. Donald C. Greaves, M.D., 
Chairman and Professor of the Department of Psychiatry, 
University of Kansas Medical Center, Kansas City 12, Kansas. 


tion. For the other highly disturbed patients, the 
open ward milieu, the formation of a therapeutic re- 
lationship, and when indicated, somatic treatment 
suffices. (2) Active recreational and occupational 
therapy facilitates operation of an open ward. Pa- 
tients are left idle or on bed rest only if this is re- 
quired in their treatment. Resocialization and re- 
motivation are essential parts of the therapeutic pro- 
gtam. (3) Men and women patients can share living 
room, dining room, recreational areas, music and 
reading rooms with benefit. More attention is paid 
to grooming, deportment and table manners. (4) For- 
mation of a patient council or government is help- 
ful in arrangement of an open ward. The patients 
meet regularly with elected officers to make sugges- 
tions on improving facilities, plan recreational activi- 
ties, introduce newly admitted patients, answer ques- 
tions patients may have and reconcile any differences 
concerning the use of equipment. This engenders a 
feeling in the patients that the hospital is theirs, 
which Koltes® stresses as an important factor in 
management. (5) Hospitalization is more acceptable; 
consequently patients are better able to co-operate in 
therapy. The patient’s dignity and self-esteem are 
maintained or elevated. (6) The patient’s legal 
status is simplified. Because of the restrictions in the 
patient’s personal liberties inherent in a locked ward, 
it is necessary to obtain commitment or court order. 
Even if the patient comes in voluntarily it is usually 
necessary to have him sign a written consent for 
hospitalization. Implicit and too frequently explicit 
in court orders and commitment papers is the idea 
that the patient is irresponsible. Being designated 
as irresponsible is anti-therapeutic. Likewise, having 
a patient designated as irresponsible provides the 
physician with an arduous non-medical task of guard- 
ianship. Many quite sick psychiatric patients are 
capable of exercising responsibility. With simplifica- 
tion in the patient’s legal status, the referring phy- 
sician is not burdened with the clerical and legal 
procedures associated with commitment and _ his 
recommendation for hospitalization is more readily 
accepted by the patient. 

The Administrator's Guide of the American Hos- 
pital Association lists 5,280 general hospitals in the 
United States. In 1945, 176 of these had psychiatric 
facilities. At present, there are approximately 600.8 
Even with this threefold increase, only 11 per cent 
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of the general hospitals have psychiatric units. The 
success of open ward treatment of emotional illness 
makes the establishment of psychiatric facilities in 
the general hospital more practical. 

Since special windows, detention screens, locks 
and seclusion rooms are no longer necessary, the cre- 
ation of facilities would be no more difficult and little 
different than the addition of beds for any other 
type patient. Because the psychiatric patient is gen- 
erally up and dressed during the day, facilities for 
recreation and occupational therapy are desirable. A 
dining room, serving cafeteria style, while necessitat- 
ing the construction of a special facility, would in 
the end be more economical and therapeutic than 
serving trays to the patients in their room. 

The establishment of open wards in the smaller 
general hospitals offers many advantages. The pa- 
tient can be treated in his own community which 
will keep him in better contact with his family, 
friends; employer and the rest of the community. He 
will accept hospitalization more readily. Earlier ac- 
ceptance and available facilities would lead to earlier 
diagnosis and treatment, hence a speedier recovery. 

Local hospitalization would keep the community, 
as well as the family aware of the problems of mental 
patients in general. This leads to a better understand- 
ing of the needs of emotionally ill patients and fa- 
cilitates rehabilitation. Relaxation of visiting rules 
would permit frequent visits from friends and fam- 
ily and allow them to participate actively in the pa- 
tient’s treatment. 

The incidence of psychiatric disorders is high. 
Many smaller communities have established com- 
munity guidance clinics in an attempt to deal with 
this problem. With hospital facilities available more 
psychiatrists might find these smaller communities 
attractive. The general practitioner has of necessity 
been treating more and more psychiatric cases. Ob- 
taining a psychiatrist in the community would aid 
him in the treatment of his psychiatric patients.® 

Day night hospitals and halfway houses are a type 
of open ward both designed to serve a particular 
purpose. Conservation of facilities is the primary 
aim of the day night hospital, alleviation of over 
crowding in large state hospitals, the goal of halfway 
houses.5 When more open wards in general hospitals 
are established overcrowding and conservation of 
facilities will cease to be a problem. 

For the psychiatrist, facilities in a general hos- 
pital brings him into closer contact with the other 
medical specialties. In a general hospital with a psy- 
chiatric ward, patients from other services showing 
psychiatric symptoms can not only be seen for con- 
sultation, but also may be transferred. If other con- 
ditions require continued care on a general medical 
or surgical ward, the psychiatrist can assist the pa- 
tient’s physician with psychotherapy or somatic treat- 
ment.” 


At the present time some psychiatrists emphasize 
office practice and others hospital practice. This in- 
terferes with continuity of treatment for a number of 
patients. From the point of view of the psychiatrist 
there are both practical and psychological aspects 
which facilitate continuity of patient care. Conven- 
iently located wards in general hospitals make it 
easier and less time consuming for the officer prac- 
titioner to attend the hospitalized patient. The au- 
thoritarianism implicit in a locked ward no longer 
intrudes on a permissive doctor-patient relationship. 
Likewise, the patient, first seen by the hospital psy- 
chiatrist, will find it practically and psychologically 
easier to continue the relationship after discharge. 

The open ward in the general hospital will be of 
particular help to those states and countries who 
have overcrowded mental institutions. The earlier 
admissions, diagnosis and treatment, ease of conver- 
sion of existing wards, briefer hospital stays, indi- 
vidualization of treatment permitting patient to work 
at his usual occupation, and constant community 
awareness of mental illness with subsequent facilita- 
tion of rehabilitation would substantially reduce the 
overcrowding and financial burden that is the respon- 
sibility of the government. 

The unlocking of doors in mental hospitals has 
created a large number of possibilities in the future 
development of psychiatry. We as psychiatrists should 
constantly be reminded to re-inspect our traditional 
concepts of patient care and develop new plans for 
that future. 
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School of Nursing 


The Department of Nursing Education 


E. JEAN M. HILL, R.N., M.S. 


IN 1905, THE BOARD OF REGENTS recommended that 
a training school for nurses be established under the 
School of Medicine, and in the following year, four 
students were admitted. The Department of Nursing 
Education has continued to remain a department 
within the School of Medicine. Until five years ago, 
the director of nursing was responsible for both 
nursing service and the educational program for stu- 
dents, but at that time, education and service were 
separated, each being placed under separate admin- 
istrative heads. The chairman of the Department of 
Nursing Education is responsible only to the Dean of 
the School of Medicine. 

Within the Department of Nursing Education there 
are three kinds of educational programs: generic 
baccalaureate, practical nursing, and graduate nurse 
programs. The basic degree program is fully ac- 
credited by the National League for Nursing. During 
the years considerable change has occurred in the 
preservice program as offered by the department. 
With the admission of the last class of diploma stu- 
dents in 1950, the generic baccalaureate program be- 
came the only pre-service professional nursing pro- 
gram. The curriculum has been revised and reduced 
so that it now extends over 48 months. 

Students are admitted to the Department of Nurs- 
ing Education at the end of their sophomore year. 
During the summer quarter the students are on the 
Lawrence campus taking a nine credit integrated 
science course. Following this they spend two years 
at the Medical Center. During the fall quarter, 1960, 
there were 63 junior and 62 senior students enrolled. 
The department has enjoyed an enviable position of 
being highly selective in its choice of students. This 
coupled with a good program is reflected in the ex- 
ceedingly high percentage of students who finish. 
Over a recent five-year period, an average of 86 per 
cent of those admitted graduated. Marriage consti- 
- tutes the major reason for withdrawal. Reports from 
employers of graduates regarding their performance 
have been most favorable. The faculty has steadily 
increased in number and quality. 

The Florence Cooke Department of Practical 
Nurse Education accepted its first class of 21 students 
in 1951. The establishment and sole support of this 
program of practical nursing as a pilot school within 


From the Department of Nursing Education, University 
of Kansas School of Medicine. 


At the University of Kansas 


the Department of Nursing Education was made 
possible through a generous five-year grant from the 
Samuel H. Kress Foundation. At the end of this 
period, the foundation extended its funds for an- 
other three years. In July 1958, the University as- 
sumed the responsibility for the program, without 
any reduction in personnel but with a budget in- 
crease. 

Since the beginning of the program, 21 classes 
have been admitted and 513 students graduated. The 
loss of students by withdrawal has been approxi- 
mately 17 per cent which is less than the state aver- 
age. During the years, the caliber of students has 
improved and recruitment problems have declined. 
There is considerable demand for the graduates from 
prospective employers. 

The faculty for the practical nurse program con- 
sists of a director, five full-time and one part-time 
nurse instructors and one part-time teaching dietitian. 

The Department of Nursing Education recognized 
the need to develop two areas of education for grad- 
uate nurses: short non-credit courses to provide im- 
mediate help and a general nursing program leading 
to a Bachelor of Science degree. It was decided that 
efforts should be concentrated first on the non-credit 
courses offered in cooperation with the Department 
of Postgraduate Medical Education. 

In September 1958, a director for graduate nurse 
programs was employed. Since 1946, special non- 
credit programs for graduate nurses have been of- 
fered. Initially these were refresher courses for 
nurses who had been inactive and who were inter- 
ested in returning to practice. They were so well re- 
ceived that plans were made to hold them annually. 
Through the past years attempts were made to meet 
some of the needs of all of the nurses who enrolled 
so that the programs carried a wide variety of topics. 
However, since 1958 with the appointment of a di- 
rector, programs have been offered which attempt to 
develop depth of understanding and skill instead of 
the broadly oriented programs which did little to im- 
prove the competency of the nurses. For instance, a 
series of programs in head nursing and in nursing 
service administration have been offered each year 
since 1958 so that nurses may return for further 
study of specific aspects of their jobs. In addition to 


(Continued on page 112) 
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Tetanus 


A Review of Experiences With Tetanus at K.U.M.C. 


ROBERT W. WEBER, M.D., Kansas City, Kansas 


ALTHOUGH THE AVERAGE PHYSICIAN may not see a 
case of tetanus in his entire professional career, the 
seriousness of the disease when it does occur, and the 
frequency with which prophylactic measures must be 
considered, warrant a review of experiences with tet- 
anus at the University of Kansas Medical Center. 
Recommendations concerning the treatment and pre- 
vention of tetanus are presented. 


In 66 Cases 


From 1920 through 1959, a total of 66 cases of 
tetanus have been treated at the Medical Center. 
Table I shows the number of cases seen during each 
ten year period. The mortality rate of 35 per cent 
for the entire period demonstrates the seriousness of 
this preventable disease. 

Since 1945, 33 cases of tetanus have been treated 


TABLE I 


TETANUS AT THE UNIVERSITY OF 
KANSAS MEDICAL CENTER 
1920-1959 


Total Fatal Mortality 
Cases Cases Rate (%) 


1920-1929 ...... 6 75 
1930-1959 17 6 35 
1940-1949 ...... 29 8 28 

3. 


1950-1959 ...... 12 


at the University of Kansas Medical Center and suf- 
ficient :and comparable data was available in these 
cases to allow analysis. In this series there were 23 
males and 10 females. The age distribution is pre- 
sented in Table II. The patients varied in age from 8 
days to 72 years. The incubation period was less-than 
14 days in 24 cases. In 5 cases the incubation period 
was indefinite because a specific causative wound or 
injury was not apparent. Trismus, nuchal rigidity, 
convulsions and dysphagia were the common signs 
and symptoms. The classic risus:sardonicus was ob- 
served in 21 of the patients during the course of the 
disease. 


Departments of Medicine and Microbiology, University 
of Kansas Medical Center, Kansas City, Kansas. 


a 


Various Types of Wounds 


The various types of wounds which were related 
to the occurrence of tetanus are presented in Table III. 
Puncture wounds or lacerations were the most com- 


Tetanus continues to be a problem in 
Kansas. From 1920 to 1959 sixty-six pa- 
tients with tetanus were seen at the Uni- 
versity of Kansas Medical Center. The 
mortality rate was 35 per cent. The data 
from thirty-three cases since 1945 are 
presented. 

The most effective and safest way to 
prevent tetanus is immunization with 
tetanus toxoid. Even when it is necessary 
to give tetanus antitoxin because of inad- 
equate previous immunization, tetanus 
toxoid should also be given. 


mon causative wounds of tetanus, and minor lesions 
were frequently the precipitating lesion. 

None of the patients gave a history of previous 
immunization with tetanus toxoid. Four patients, how- 
ever, had received tetanus antitoxin before the symp- 
toms of tetanus appeared. A 48-year-old farmer, with 


TABLE II 


‘-- TETANUS IN 33 PATIENTS AT THE 
UNIVERSITY OF KANSAS MEDICAL CENTER 
1945-1959 


Number Deaths 


Age 
Incubation Period 
Indeterminate .............. 5 3 
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a puncture wound in the arm, received 1,500 units 
of tetanus antitoxin 8 days before developing tet- 
anus. A 14-year-old school boy who had an abrasion 
on the right knee received 1,500 units of tetanus 
antitoxin 4 days after the injury and 2 days before 
clinical symptoms appeared. A 9-year-old boy, who 
had a nail puncture wound in the foot, received 1,500 
units of tetanus antitoxin on the sixth day after the 
injury and developed trismus and a stiff neck the fol- 
lowing day. The last patient was a 45-year-old house- 
wife who received a splinter in her foot and was 
given 1,500 units of antitoxin the next day, but de- 
veloped tetanus 7 days later. Although these patients 
developed tetanus despite previous antitoxin, they did 
survive. 


Treatment 


All the patients in this series except one received 
tetanus antitoxin and antibiotics after developing 
tetanus. One patient died immediately following ad- 
mission, before treatment was instituted. The amount 


TABLE IV 
TREATMENT OF TETANUS 


1. Neutralize any circulating toxin. 
a. 100,000 units antitoxin intramuscularly. 
b. 100,000 units antitoxin intravenously. g 
2. Surgical removal of necrotic tissue and debride- 
ment. 
3. Antibiotic treatment. 
4. Control of tetanospasms. 
a. Sedation—Phenobarbital and avertin. 
b. Muscle relaxants—Curare, Anectine. 
c. Maintain airway—Tracheostomy. 
d. Corticosteroids. 


TABLE III 
FOCI OF INFECTION IN 33 PATIENTS WITH 
TETANUS AT THE UNIVERSITY OF 
KANSAS MEDICAL CENTER 
1945-1959 
Number Deaths 
Puncture Wounds ............ 10 3 
Surgical Incision ........... 1 
Submucous Resection ....... 1 
Ingrown Toenail ........... 1 1 
Blister'on 1 
Eating Glass and Mud Pies .. 1 
Crushing Injuries .......... 2 
Indeterminate 5 3 


Discussion 


The treatment of tetanus is summarized in Table 
IV. The treatment can be divided into four cate- 
gories. The first is to neutralize any circulating toxin 
before it can combine with the central nervous system 
and produce further effects. This can be accomplished 
by antitoxin which should be given both intravenously 
and intramuscularly. The second aspect of therapy is 
surgical removal of necrotic tissue and debridement. 
This does not imply radical amputations, since the 
general principles of surgery in patients with tetanus 
are the same as for any wound or injury. The third 
important part of treatment is the administration of 
antibiotics to prevent the multiplication of the clos- 
tridial organisms. Penicillin is preferred since it is 
bactericidal to Clostridium tetani. The fourth and 
most important aspect of treatment is nursing care 
and control of tetanospasms. Sedation is very impor- 
tant, but care must be taken that oversedation is not 
produced. This is also true in the use of curare and 


of tetanus antitoxin given varied from 30,000 
units to 1,650,000 units. A definite relationship be- 
tween the mortality and the amount of antitoxin 
‘administered was not apparent. 

The most obvious factor which did influence the 
mortality rate was a tracheostomy. Tracheostomies 
were performed.on 10 patients and two expired 
(20 per cent). Eight of the 23 patients who did not 
have tracheostomies expired (35 per cent). Both 
patients who expired despite the tracheostomy died 
within 24 hours following the procedure. 


TABLE V 
TETANUS PROPHYLAXIS 


I. Prophylaxis in absence of wounds or injuries. 

1; Tetanus toxoid. 

a. Alum-precipitated—.5 ml. and repeat in 
4 weeks. 

b. Fluid toxoid—.5 ml. in 3 doses at 3 week 
intervals. 

2. Booster doses every 5-10 years. 

II. Prophylaxis after a tetanus-prone wound or in- 
jury. 

1. Patients with previous immunization—fluid 
toxoid only is necessary if previous booster 
was within 10 years. ~ 

2. Unimmunized patients. 

a. 3,000-30,000 units antitoxin. 
b.' Start active immunization with toxoid. 
c. Antibiotics. 


} : 
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similar agents. Tracheostomy is frequently necessary 
in order to maintain an airway. Corticosteroids have 
been used in a few patients to decrease toxicity, but 
not sufficiently to justify a conclusion concerning their 
effect. They may be particularly useful to counteract 
hypersensitivity in the patient who is allergic to anti- 
toxin. 

The more important aspect of the tetanus prob- 
lem is its prevention. There are many factors which 
influence our decision concerning proper prophylaxis 
against tetanus, and some are controversial because of 
incomplete knowledge concerning the disease. The 
patients requiring prophylaxis can be divided into 
two groups: those without wounds and those with 
wounds. The general recommendations are presented 
in Table V. 

The effectiveness of tetanus toxoid was demon- 
strated in the Armed Forces during World War II. 
Tetanus toxoid produces an active immunity and 
reactions to the toxoid are mild and very infrequent. 
It is necessary to give booster doses, preferably, every 
5 years, but rapid response in antitoxin levels occur 
even when booster doses are 10 to 15 years apart. 
Tetanus Toxoid Alum Precipitated is preferred for 
routine immunization because of slow absorption. In 
infants the triple antigen, diphtheria and tetanus 
toxoids and pertussis vaccine combined, is generally 
preferred. 

After a wound or injury, patients who have pre- 
viously received toxoid within 10 years, will only 
require a booster injection of toxoid. In this instance 
fluid toxoid is the toxoid of choice because it pro- 
duces a rapid elevation of the serum antitoxin level. 

Unimmunized patients present a more difficult 
problem. It is impossible, in many instances, to decide 
whether a wound is tetanus-prone and the decision 
generally is made to give antitoxin. Sensitivity tests 
should always be performed because of the danger 
of serious immediate reactions. Delayed reactions, 
including serum sickness with severe neurological 
complications, cannot be predicted and will continue 
to occur as long as it is necessary to give antitoxin. 
The passive immunity conferred by antitoxin also 
decreases after repeated injections because the patient 
develops antibodies to the horse serum. For this reason 


it is recommended that individuals who receive anti- 
toxin also be given an initial injection of toxoid with 
instructions to return in four weeks to complete their 
active immunization. 


School of Nursing 
(Continued from page 109) 


the full-time faculty, outstanding leaders in nursing 
have been invited to participate. 

Not only has the interest of the Kansas nurses con- 
tinued in the programs, but registration by nurses 
from surrounding states has increased steadily. The 
1959-1960 Annual Report of the Department of 
Postgraduate Medical Education shows that eleven 
nursing programs were offered and that 12 states, in- 
cluding Kansas, were represented in the nurse en- 
rollment of approximately 1,000. 

By the fall of 1960, the Department of Nursing 
Education was ready to initiate the new program for 
graduate nurses to study on a bachelor’s level. This 
program is designed to increase the competency of 
the registered nurse in professional nursing, to pro- 
vide her with a satisfactory background for later 
specialization, and to increase her contribution to 
meeting the health needs of people and to nursing. 
Through the curriculum offerings, the nurse acquires 
a deeper and broader understanding of the social and 
natural sciences and relates these to the nursing care 
of patients. Approximately one-half of the program 
is in liberal education with the remaining portion in 
professional study. The nursing courses are offered on 
the Medical Center campus. The B.S.N. program, 
like the workshops and institutes, has been designed 
primarily for the nurses in Kansas. In developing it, 
quality of teaching and learning experiences is of 
utmost concern. 

Those concerned with the Department of Nursing 
Education can be proud of its record of achievement 
and the service it gives to Kansans through the three 
educational programs in nursing. However, the de- 
partment needs the support of all Kansans, especially 
those in the field of health, to ensure its continued 
growth and achievement. 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 


OTORHINOLARYNGOLOGY 
April 10, 11 and 12, 1961 


Guest Instructors: 


FREDERICK R. GUILFORD, M.D., University of Texas— 
Medical Branch. 

RALPH H. RIGGS, M.D., Louisiana State University. 

MALCOLM STROUD, M.D., Washington University. 


Fee—$40.00 
OPHTHALMOLOGY 
April 12, 13 and 14, 1961 


ANESTHESIOLOGY 
April 17, 18 and 19, 1961 


Guest Instructors: 

ORAL B. CRAWFORD, JR., M.D., University of Missouri. 

NICHOLAS M. GREENE, M.D., Yale University. 

FERDINAND E£. GREIFENSTEIN, M.D., Wayne State 
University. 

DUNCAN A. HOLADAY, M.D., University of Chicago. 

LOUIS R. ORKIN, M.D., Albert Einstein College of 
Medicine. 

O. SIDNEY ORTH, M.D., University of Wisconsin. 

HENNING RUBEN, M.D., The Finsen Institute, Copen- 


hagen. 
JOHN W. SEVERINGHAUS, M.D., University of Cali- 


fornia 


ROBERT W. VIRTUE, M.D., University of Colorado. 
Subjects Include: 


Guest Instructors: 
LOUIS J. GIRARD, M.D., Baylor University. 


EDWARD W. D. NORTON, M.D., University of Miami. 
Fee—$40.00 Fee—$45.00 


For program announcement and information, write: 
DEPARTMENT OF POSTGRADUATE MEDICAL EDUCATION 
University of Kansas Medical Center 
Kansas City 12, Kansas 


FOR THE 
AGING... 


NEW 
COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 
BROAD NUTRITIONAL REINFORCEMENT 
MOOD ELEVATION 


every morning 


1 small 
Geriatric Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. ¢ Methyl mg. e |-Lysine Monohydrochloride 25 mg. ¢ Vitamin Vitamin E 
Testosterone 2.5 mg. 2.5 mg. Vitamin erol Acid Succinate) 10 Int. Units Rutin 12.5 mg. 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U. 'P. Units « rrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. ¢ lodine 
B; with AUTRINIC® Intrinsic Factor Concentrate 1/15 Ki) 0. mg. Calcium (as CaHPO,) 35 mg. Phosphorus (as 

wit (Oral) * Thiamine Mononitrate (B,) 5 mg. Ribo- 7 mg. Fluorine Copper (as Cu0 

2.) 5 mg. Niacinamide 15 mg. Pyridoxine HCI (B,) mg. janganese (as MnO. 

05 Calcium Pantothenate 5 mg. Choline Bitartrate Zinc (as ZnO) 0 (™g0) 1 mg. Boron 
re mg. © Inositol 25 mg. * Ascorbic Acid &) as Calcium Ascorbate pt. @B,07.10H,0) 0.1 mg. otties of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
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extra 


attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 
ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


150 meg. c.i.d. 250 meg. 


antibiotic Te) 


sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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LOMYCIN 


retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


DURATION OF PROTECTION 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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enrich your 
professional 
110th 
ANNUAL MEETING 


NEW YORK COLISEUM 
JUNE 25-30, 1961 


Here, and only here in all the world, can you pause 
to ‘catch up,” to discover everything that’s really 
new... stimulating . . . important in every field of 
medicine. Nowhere else can you find conveniently 
under one roof: 
Operations performed on closed circuit color TV. 
650 scientific and industrial exhibits, the largest, 
newest, most fascinating collection ever assembled. 
Physicians and allied groups working together, giv- 
ing meaning to our theme, Teamwork in Medicine. 
Practical panel discussions and symposiums, offering 
new ways to help solve work-a-day problems. 
New developments in fracture treatment. 
20 specialty meetings. 
Your own personal health check-up, free. 
Plan now to attend this most significant and 
stimulating AMA Meeting. In these rapidly- 
changing times, can you really afford not to? 


Make your reservations now ! 


FOR ADVANCE REGISTRATION OF PHYSICIANS 


Please return this coupon to the Circulation and Records Department of the American Medical 
Association, 535 N. Dearborn St., Chicago 10, Illinois before June 9, 1961. Your advance 
registration card will be sent to you on June 14 unless you request an earlier mailing date. 


Name_ 


(PLEASE PRINT) 


Address. 


ZONE STATE 


State Medical Association 


| am a Member of the A.M.A. thru the. 


or in the following government service: 


a 


ae (EVERY PHYSICIAN MUST REGISTER IN HIS OWN NAME) 
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Enteric Bacilli 


On the Hands of Hospital Food-Service Employees 


RUTH STEINBERG and RUTH GORDON 


THIS PRELIMINARY STUDY of the incidence of enteric 
bacilli on the hands of food-service employees was 
undertaken when bacteriological cultures of several 
tube feedings prepared with homogenized milk re- 
vealed somewhat higher coliform counts than did 
the milk used in their preparation. Frequently the 
patients requiring such feedings are debilitated adults 
or young children with impaired resistance to infec- 
tion. Diarrhea is not an uncommon problem in pa- 
tients fed by tube. Evaluation of the mode of hand- 
washing practiced by employees handling food seemed 
pertinent if a possibility existed that employees 
might be contaminating food. Although numerous 
reports have been published on the bacterial popula- 
tion of china, glassware, silver and utensils!» 3 and 
on food,* ® little has been found concerning the bac- 
terial status of the hands of food-service personnel. 
Harwood and Minch! reported in 1950 a bacterial 
study of the hands of 34 food-handlers employed in 
22 Boston restaurants in which the hands of only 12 
individuals were free of coliform bacilli. Escherichia 
coli was isolated in 13 of the 34 samples. 

Perhaps more often than we are aware the food 
and the hands contacting food may bear some rela- 
tionship to the enteropathogenic organisms involved 
in the gastroenteritis seen in the hospitalized patient. 
Epidemic enteritis in hospitals and institutions re- 
sponsible for the care of infants has been reported 
in which it was believed that certain enteric bacilli 
were involved.!!; 14 

During the past 15 years a considerable amount 
of evidence has accumulated implicating certain 
strains of Escherichia coli in the diarrhea of infants 
and young children. A steadily increasing number of 
reports associate this organism with enteritis of epi- 
demic and non-epidemic nature. Payne!! reported that 
five epidemics in Arizona were associated with E. coli 
055:B5, 0111:B4, and 0127:B8. Enteropathogenic 


_ E. coli were associated with 25 per cent of the 474 


cases of acute diarrhea in infants less than 24 months 
old, but in the youngest group of infants, under two 
months of age where mortality rate is greatest, the 
percentage rose’to 40. A cause and effect relation- 


Ruth Steinberg, Assoc. Professor, Department of Dietetics 
and Nutrition, University of Kansas Medical Center. Ruth 
Gordon, Chairman, Department of Dietetics and Nutrition, 
University of Kansas Medical Center. 
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ship appeared to exist between these three serotypes 
of E. coli and infantile diarrhea. Similar reports in 
recent years by Horwood, Hutchinson and Arm- 
strong!?: 14 have also directed attention to these sero- 
types, and to others, in acute diarrheas and gastro- 
enteritis in infants. 

Infants and children during the first two to three 
years are particularly prone to enteritis associated 
with these enteropathogens but the adult is only 
infrequently host to such infections. Adults, however, 
are not immune to these organisms. Under normal 
conditions most healthy adults appear to be resistant 
but the possibility remains that debilitated adults are 
susceptible and that certain individuals may become 
carriers or excretors of these organisms. Hutchinson?’ 
recently observed one nurse, among 123 adults, who 
was termed an excretor of E. coli 055:B5 during an 
epidemic of gastroenteritis among infants in England. 
Fecal examinations reported by Stevenson!® on 72 
adults who were hospitalized for various reasons but 
all had some degree of diarrhea, revealed 14 cases 
in which E. coli D433 was isolated. The debilitated 
adult whose resistance is lowered, perhaps to that of 
the young child, may develop enteritis from ingesting 
material contaminated with certain types of E. coli. 
Ferguson and June!® fed gradient doses of E. coli 
0111:B4 to 114 volunteer prisoners. With large ex- 
perimental doses subjects experienced anorexia, di- 
arrhea and toxic symptoms. One control subject, pre- 
sumably infected by ingesting a small amount of 
contaminated material, became a carrier excreting the 
experimental organism, E. coli 0111:B4 in increasing 
numbers day by day. Experimental infections, follow- 
ing oral ingestion of these enteropathogens, have 
been produced by other investigators including Neter 
and Shumway!? and Koya and associates.1§ 

There have been enteric organisms other than 
E. coli felt to be possible causal agents in outbreaks 
of gastroenteritis and diarrhea. Feig!® noted that in 
an outbreak involving 450 persons, and resulting in 
nine fatalities, the difficulty was attributed to the 
presence of Pseudomonas aeruginosa in food. 

Neter’s recent review of enteritis due to enteropath- 
ogenic E. colz!? points out the importance of “ade- 
quate handwashing techniques” among the precau- 
tions necessary for prevention and control of epi- 
demics of enteritis in institutions. 
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Since E. coli is considered an indicator of fecal 
pollution its presence in water, milk and food sug- 
gests the possible presence of other enteric pathogens 
and of filth. It is recognized that fresh produce and 
meats have a known high count of enteric bacilli?® 21 
which logically can contaminate the hands of food- 
service workers. Dack?? states that “our environment 
and the non-sterile foods in our habitat contain enteric 
bacilli regardless of our efforts to eliminate them.” 
It is understood that we can not hope to entirely 
eliminate these organisms from food but we can min- 
imize the danger of additional contamination of food 
by teaching employees the importance of frequent and 
proper handwashing. 

Facilities for handwashing in the food production 
and service areas of the Department of Dietetics and 
Nutrition are believed to be superior to those in 
existence in many hospital food-service areas. There 
are 22 lavatories in the units preparing and serving 
food. More than 170 employees utilize these lava- 
tories which are equipped with chain-attached hand 
brush and nail file, and bar soap containing 2 per 
cent hexachlorophene. Hand driers of the warm-air 
type have replaced paper towels in most areas. 

To determine the bacterial status of food-service 
employees’ hands with respect to certain enteric ba- 
cilli 150 cultures were obtained from the hands of 
employees as they performed a variety of tasks in the 


aeruginosa, Paracolon bacillus and Streptococcus fae- 
calis. 


Results 


One or more enteric bacilli were identified in 48 
of the 150 cultures done from the rinsings of 
the employees’ hands while performing routine tasks 
in the food-service areas. Aerobacter aerogenes which 
occurred with the greatest frequency was isolated 
in 33 of the 48 positive cultures. Escherichia coli 
was identified in 15 cultures or in 10 per cent of all 
cultures done. The other three organisms were re- 
ported less often as the accompanying table indicates. 

The fifteen employees from whose hands E. coli 
was isolated were performing a variety of duties at 
the time sampling of their hands was done. Their 
work activities are listed in Table II. 


TABLE II 


WORK ACTIVITY OF EMPLOYEES FROM 
WHOSE HANDS ESCHERICHIA COLI 
WAS ISOLATED 


Positive 
Work Activity Cultures 


Preparation of Formula and Tube Feeding 5 
Preparation of Other Foods 


preparation and service of food. The procedure for 
obtaining material from the hands of employees for Handling Commercially Peeled Potatoes. 1 
cultures was suggested by the Department of Microbi- Slicing Peeled Washed Onions ......... 1 
ology. Cultures were prepared from rinsings from the Portioning Baked Desserts ............ 2 
employees’ hands. One person was responsible for 0 
collecting all samples. All subsequent preparation, | Clean-up Operation 

examination and identification was done by the De- Rinsing Used Infant Formula Bottles .... 1 
partment of Bacteriology. Samples were reported Cleaning Food Conveyors ............. 1 
for the presence of the following enteric bacilli: 15 
Escherichia coli, Aerobacter aerogenes, Pseudomonas 

TABLE I 


INCIDENCE OF CERTAIN ENTERIC BACILLI ON THE HANDS OF 
FOOD-SERVICE EMPLOYEES 


Preparation of Preparation Service 


Formula and Other of Clean-up 
Organisms Tube-Feeding Food Food Operation Supervisory Total 

GON 5 8 0 2 0 15 
Aerobacter aerogenes ............. 7 17 T 2 0 33 
Paracolon bacillus ................ 0 2 0 0 0 2 
Streptococcus faecalis ............. 0 1 1 0 0 2 
Pseudomonas aeruginosa .......... 0 2 1 0 0 3 
Total Number of Cultures ........ 24 53 47 17 9 150 

1 25 9 3 0 48 
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TABLE III 
ENTERIC BACILLI ON FRESH PRODUCE 
Colony Aerobacter Pseudomonas Paracolon Streptococcus 
Produce Count Aerogenes  Aeroginosa Bacillus Faecalis 

Lettuce, unwashed, too numerous + 0 + + 

to count 
Lettuce, routine wash ............ too numerous + 0 + 0 

to count 
Lettuce, 1 extta. wash © 405 /.2 cc + 0 0 0 
Lettuce, 2 extfa washes ........... 260/.2 cc 7 0 0 0 
Lettuce, 3 extta washes........... 184/.2 cc + 0 0 0 
Radishes, routine wash ........... = + + + 0 
Onions, routine wash ............. * 0 + 0 0 
Tomatoes, unwashed ............. 7 + 0 0 0 
Eggs, in case, unwashed .......... = 0 0 0 + 


None of the hand brushes used at the lavatories in 
the work areas revealed the presence of any of the 
five enteric organisms reported here. 

The identification of enteric organisms on fresh 
produce revealed the presence of no Escherichia coli 
on the samples of food examined. Because of the fact 
that the hands of the first employee whose hands were 
sampled while handling lettuce were reported positive 
for all five organisms, cultures were taken from lettuce 
washed through extra waters, and plate counts were 
included. The number of colonies diminished as the 
lettuce was washed a greater number of times. Table 
III shows the distribution of the four enteric bacilli 
found on the produce. 


Discussion 


Although no attempt was made in this preliminary 
work to identify the serological types of E. coli found 
on employees’ hands the possibility remains that enter- 
opathogenic types were present. 

Examination of the list of tasks (Table II) per- 
formed by employees from whose hands E. coli were 
isolated reveals that while mixing formula 5 positive 
cultures were obtained. Two of these cultures were 
taken from the same person on different days. Al- 
though terminal sterilization of infant formulas is 
routine in this hospital the standard procedure for 
employees prior to mixing formula is a three-minute 


‘hand scrub using a sterile brush without touching the 


water taps after the scrub is started. Although em- 
ployees are discouraged from wearing rings, other 
than a simple wedding ring while working, they 
have not consistently complied with this suggestion. 
This particular employee was in the habit of wearing 
both a wedding ring and an engagement ring while 
working in the formula room. A negative culture 


was not obtained until a third sampling was done on 
her hands while she wore only the plain wedding 
ring. 

Eight positive cultures for E. coli were found 
among the 53 samples from areas where other foods 
were prepared. In some cases the type of material 
could explain the presence of E. coli on the employees’ 
hands. In 6 of the 8 instances the employees were 
working with raw vegetables or meat which are 
known to be contaminated to varying degrees with 
enteric organisms.?® 22 Although the few samples of 
raw produce cultured in this study did not reveal the 
E. coli organism, its presence may be expected on un- 
processed food. However, two employees who were 
portioning desserts at the time samples were taken 
did have cultures which were positive for E. coli. 

No positive cultures for E. coli were found among 
the 47 samples from employees involved in the actual 
service of food to patients or personnel. 

Two positive cultures for E. coli were reported 
among the 17 persons concerned with clean-up opera- 
tions such as scraping dishes, dishwashing, cleaning 
food conveyors and removing kitchen waste. One of 
these persons handled used infant formula bottles, 
and the other cleaned a food conveyor which had 
been in the patient area. Contamination of the bottles 
and cart may have occurred in the patient area, but 
this is pure conjecture. It may have been present on 
the food-service employees’ hands. 

In this preliminary work on 150 bacteriological 
cultures from the hands of food-service employees 
one or more of the five enteric bacilli studied were 
identified in 32 per cent of the workers. Ten per cent 
of the cultures revealed the presence of Escherichia 
coli. More extensive work is, of course, needed to 


(Continued on page 119) 
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Medical Technology 


R. J. EILERS, M.D., Kansas City, Kansas 


MEDICAL TECHNOLOGY is one of the fifty or more 
allied health fields working with physicians today in 
patient care. Although these fields have been a neces- 
sary corollary to the development of scientific medi- 
cine practiced today, considerable lack of understand- 
ing has developed among physicians concerning these 
fields, especially, their scope and effect on patient care 
and the necessary qualifications for competent person- 
nel in the fields. This brief survey of facts is offered 
for better understanding of the field of Medical Tech- 
nology. 


Origins of Medical Technology 


The beginnings of Medical Technology in this 
country are entwined with the rapid development of 
laboratory medicine after the turn of the century. 
Since laboratory medicine was introduced into this 
country from the German speaking countries, it began 
by the physician performing the simple tests of hema- 
tology and urinalysis in a laboratory on the ward or in 
his office. These tests were done in conjunction with 
the physical examination. Frequently, in teaching cen- 
ters the tests were taught to the medical students in 
physical diagnosis. 

As the value of these simple tests to medical care 
became established, the demand for them increased 
and the need arose for the busy physician to have a 
trained person to carry out these tests for him. Al- 
though in teaching centers this was partly solved by 
resident and medical students performing the tests, 
in non teaching hospitals and physician offices on the 
job training of bright high school graduates or col- 
lege students began to provide trained laboratory per- 
sonnel. Impetus was given to the need for this trained 
personnel with the discovery of blood groups, the 
introduction of chemical procedures which could be 
done on reasonable amounts of blood and urine from 
patients, and the development of the techniques of 
bacteriology. All of these procedures required skilis 
and background which the busy physician did not have 
time to acquire so he could teach to others. Of neces- 
sity, full time or part time laboratory physicians in 
conjunction with basic scientists took over many 
medical laboratories to establish these techniques and 
teach them to trainees. This began the rather rapid 
evolution of the general laboratory worker who had 


Dr. Eilers is Assistant Professor of Pathology and Director 
of Clinical Laboratories, University of Kansas Medical Center. 


Past, Present and Future 


the knowledge and art of technics—the medical tech- 
nologist. 


Evolution of Medical Technology” 


1900-1910—On the job training of personnel in hos- 
pital laboratories and physicians offices to do the 
desired simple laboratory procedures of urinalysis 
and hematology. 

1910-1920—Discovery of blood groups, introduction 
of clinical chemistry and bacteriology stimulated 
development of hospital training programs for gen- 
eral laboratory workers to provide these procedures 
for patient care. World War I particularly accentu- 
ated the need for trained personnel for blood trans- 
fusion work in the armed forces. 

1926—American Society of Clinical Pathologists 
(ASCP) formed a committee to study standards 
for training of medical technicians. 

1928—ASCP reorganized the study committee and 
named it The Board of Registry of Medical Tech- 
nicians of the ASCP. 

1929-1933—The Board of Registry certified practic- 
ing laboratory workers recommended by pathol- 
ogists as qualified candidates. No examinations 
were required. 

1930—Dr. Hillkowitz, the Chairman of the Board 
of Registry, at this time, defined the usage of the 
terms medical technologist and laboratory tech- 
nician. He defined the medical technologist as one 
who has a University degree and at least one year 
of practical experience in a recognized laboratory. 
The laboratory technician was an old term and used 
to designate the experienced laboratory worker 
who has no college training. 

1933—Applicants for the Registry were required to 
take an examination. Also, applicants were required 
to have a minimum of 30 semester hours of college 
credit including 8 hours of college chemistry. The 
Board of Registry of ASCP requested the Council 
on Medical Education and Hospitals of A.M.A. to 
make a survey of Schools for Clinical Laboratory 
Technicians. 

1936—The report of this Survey was published and 
accepted by the A.M.A. legislative body. During 
this survey the Council staff visited 196 schools and 
found three general types. 

1. College or University (26 in number). These 

required a college degree or three years of college 
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work before entering the 12 month practical train- 
ing in the affiliated hospital laboratory department. 
Usually on completion of the hospital training a 
B.S. in Medical Technology was conferred. 

2. Hospital Laboratory Department (149 hos- 
pital schools and 12 in independent laboratories) . 
Course conducted on an apprenticeship basis. Stu- 
dents were admitted after one to four years of pre- 
requisite college preparation. 

3. Commercial Schools (nine in number). These 
were characterized by acceptance of students regard- 
less of preparation. They did extravagant advertis- 
ing, made promises of placement, and charged large 
tuitions. These were not considered acceptable 
schools by the A.M.A. 

In the same publication containing the survey, 
the first list of A.M.A. Approved Schools for Clin- 
ical Laboratory Technicians was recorded. They 
were the schools in the first two catagories above. 
The Essentials of an Acceptable School for Clinical 
Laboratory Technicians were also outlined. 

1937—The name of the Board of Registry of Medical 
Technicians was changed to the Registry of Medical 
Technologists of ASCP. 

1938—The prerequisite minimum college work to 
enter an A.M.A. Approved School of Medical 
Technology was changed to 60 semester hours in- 
cluding 12 hours of biological ‘science and nine 
hours of chemistry. The hospital training program 
continued to be 12 months. 

1949—The Board of Schools of Medical Technology 
was organized by the ASCP to assist the Council on 
Medical Education and Hospitals to approve, in- 
spect and elevate the standards for training schools 
of Medical Technology. This established the in- 
spection of schools on a five year basis. 

1958—The A.M.A. Council on Medical Education 
announced new prerequisites for admission to an 
A.M.A. Approved School of Medical Technology 
effective January 1, 1962. The education require- 
ments will be 90 semester hours including 16 hours 
of chemistry, 16 hours of biological science and a 
minimum of three hours of college mathematics. 
When this three years of college work is inter- 
grated with professional training in a hospital 
school affiliated with the college or university, the 
four year program could lead to a baccalaureate 

_ degree in medical technology. 

1960—Reports from the Registry, Council of Medical 
Education and Board of Schools show 734 A.M.A. 
Approved Schools listed with a capacity for 5,563 
students. Actual enrollment was 3,944 students 
or 71 per cent filled. As of June 19, 1959, 34,554 
Medical Technologists had been registered since 
1928 and 26,374 were currently registered. 


This evolutionary calendar reveals the change from 
the on the job trained laboratory worker for doing 
simple procedures to the college graduate medical 
technologist capable of doing simple to complex tech- 
niques in chemistry, bacteriology, hematology, blood 
banking, histology, and urinalysis. The medical tech- 
nologists have matured into another professional 
group to provide service for the physician and his 
patient. Their national organization, the American 
Society of Medical Technologists, actively participates 
with the Council on Medical Education and Hospitals 
of the A.M.A., and the Board of Schools of the ASCP 
to improve standards of training and the quality of 
laboratory work in this country. 


Kansas Programs 


There are eleven A.M.A. Approved Schools of 
Medical Technology in Kansas located as follows:* 


Hutchinson 
*St. Elizabeth Mercy Hospital ......... Hutchinson 
*Bethany: Hospitals, Kansas City 

Providence Hospital... Kansas City 

University of Kansas Medical Center ... Kansas City 

Bethel-Deaconess Hospital ............ Newton 

Lattimore-Fink Laboratories ........... Topeka 

Wichita 

Wichita 

Wichita 


Total student capacity in these schools is 101 and 
usually they are 60-75 per cent filled. All of these 
schools are college or university affiliated except the 
two with asterisks. 


K.U. Programs 


From inception in 1929, the medical technology 
program at K.U. has been a five-year program. The 
students complete an A.B. degree on the Lawrence 
Campus before entering the 12 month certificate 
course at the Medical Center. Usually, the A.B. degree 
is in bacteriology, but other degrees are accepted if 
the student has had the minimum course hours in 
chemistry, biological science and mathematics recom- 
mended by the Council on Medical Education and 
Hospitals of the A.M.A. Graduates from other col- 
leges and universities are considered on the same basis. 

In 1954, a four-year program was established lead- 
ing to the B.S. in Medical Technology. The students 
spend three years on the Lawrence Campus or the 
Campus of Kansas State University at Manhattan 
taking the necessary prerequisite college work before 
entering the certificate course at the Medical Center. 
The certificate course provides the student with 30 
hours of college credits towards his B.S. degree. 

Approximately 379 graduates have completed these 
two programs. Of these 30 per cent are still actively 
working in the state of Kansas and 30 per cent more 


| ‘el 
4 
i 
| 
é 
| 
| 
| 


118 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


in other states. Of interest is another 20 per cent 
who maintain an inactive status with the ASCP Regis- 
try indicating their eventual intent to return to active 
work in Medical Technology. This group will require 
the availability of refresher postgraduate programs 
for them. Likewise, the actively working medical tech- 
nologists need available postgraduate programs to ad- 
vance their knowledge and skills. 


Postgraduate Programs 


Since 1949-50 the K.U. Postgraduate Medicine De- 
partment has offered an annual three-day Postgraduate 
Course in Medical Technology. The program offers 
graduate technologists an opportunity to refresh and 
improve old methodology, and gain knowledge of 
new methodology in laboratory medicine. Outstanding 
guest scientists describe and demonstrate new methods 
and discuss their value as parameters in laboratory 
medicine. Workshops provide opportunities to the 
registrants to try new methods and discuss the difh- 
culties of the methods with colleagues who are using 
them. Demonstration sessions provide exposure to 
new equipment, research tools and methods, teaching 
aids and surveys of a particular laboratory subject. 

In 1960 two Technology Traineeships were an- 
nounced. Refresher course A offers the qualified lab- 
oratory worker who has been inactive for a number of 
years a six-month refresher course to review basic 
methods and gain experience with new methods and 
equipment. Refresher course B offers actively working 
technologists an opportunity to improve their skills 
and knowledge in a particular section of the labora- 
tory. The course time for B varies from two weeks to 
three months depending upon laboratory experience 
desired and background of the candidate. 

The statistics concerning registrants who attend the 
annual Postgraduate Course reveal they come from 
not only the small and large hospitals and clinics in 
Kansas and Missouri but from many other states 
throughout the country. (See Tables I and II.) Slowly 
this course has developed a national reputation for 
providing an educational opportunity for laboratory 
workers of all levels. The common sharing of an 
educational experience by the various levels of labora- 
tory workers can frequently lead to better relations 
between these workers and to the development of a 
common working goal of quality patient care. 


TABLE I 
Course Regis- By States No. of Diff. 
Year trants KAN. MO. OTHER States 
1950 213 128 76 9 6 
1960 366 147 103 116 18 
1961 470 132 168 170 21 
3 


Frequently, the registered technologist with only 
two years of college work is returning to the campus 
to complete an A.B. or B.S. degree in a science. Oth- 
ers afte entering master programs in medical tech- 
nology or allied fields to improve their professional 
knowledge and ability to provide more complex meth- 
odology and quality service for patient care. Many of 
the technologists working in medical laboratories to- 
day are capable of doing research on technics and 
methods for improved patient care if given the oppor- 
tunity in the laboratory, i.e., time and space. 


Future 


As in the past, the future of Medical Technology 
will remain entwined with the development of Lab- 
oratory Medicine. Perusal of the table of contents of 
most medical and laboratory journals indicates both 
of these fields will incorporate more complex tech- 


TABLE II 


FROM 452 REGISTRANTS’ QUESTIONNAIRE 
YEARS 1960 AND 1961 


Other 
Question Kansas Missouri States 


Registered? (includes ASCP 
and AMT) . 113 91 195 


Dagent Wo .......... 46 44 68 
A.B.or B.S. ... 82 45 130 
1 6 17 
Ph.D. or M.D. . 1 3 9 
Where Employed? 

Hospital <100 beds ... 64 25 59 
>100 beds ... 32 45 111 

Misc. (Office, Clinic, 
63 41 165 


Teaching Responsibility? .. 34 39 134 


niques each year—not only into their research, but 
also into the routine laboratories providing service for 
patient care. Consider the possibilities of routine viral 
studies, tissue antibody techniques, quantitative chem- 
ical techniques on tissue, immunoelectrophoretic stud- 
ies, other advance physical methods applied to blood, 
body fluids and tissue, autotransfusions via freezing 
techniques, elaborate hormone analysis, etc. Likewise, 
there will be further automation to handle not only 
routine studies but also the more complex methods. 
Automation will provide greater availability of the 
tests, a more rapid processing of the tests, reduction 
in cost, and greater accuracy. 

The incorporation of more new techniques into the 
medical technology field will intensify present prob- 
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lems and raise further problems for this maturing pro- 
fession. For example: 

1. Increased prerequisite educational requirements 
for the general technologist (physics, microbiology, 
etc.). 

2. The question of training the general medical 
technologist or the technologist specialist or both. 

3. The necessity of the non-technologist specialist 
in the laboratory and his working relationships with 
the technologist. 

4, The need for categories of laboratory workers, 
i.e., laboratory aide, technicians trained for specific 
laboratory duties, the general medical technologist, 
and the technologist specialist. 

5. With various categories of laboratory workers 
is there a need for more than the one Registry now 
recognized by the A.M.A.? There have developed sev- 
eral registry boards for certifying groups in conjunc- 
tion with organizations of laboratory workers. 

6. Will the voluntary registration now in effect 
suffice or is there need for licensure of technologists? 
Four states now have licensure laws for technologists.* 

7. Will the technologists undergo unionization or 
will their professional society be sufficient to maintain 
rapport with physicians and administrators about 
salary, qualified personnel, and working relations ? 

The above are common problems which have faced 
other professions during their growth and develop- 
ment, but eventually solved with aggressive, intelli- 
gent leadership and individual activity and pride in 
his profession. 


The Challenge 


To the medical technologist the above problems 
demand a solution and plan of action to nurture the 
further maturity of his chosen profession. This will 
require a self inventory of abilities and goals, de- 
cisions with plans, and active participation in his pro- 
fessional society and programs for self development. 

To the physician these problems should also de- 
mand concern since the medical technologist is ‘‘his 
hands” in the laboratory performing the necessary 
tests for his scientific practice of medicine. This re- 
quires the physician to have knowledge of “‘his hands” 
—their qualifications and abilities, quality of results 
they produce, and their plans for further development. 
This knowledge can be easily obtained through the 
_ development of a connective line of communication 
between the physician and “his hands”—the medical 
technologist. 
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Enteric Bacilli 
(Continued from page 115) 


show whether the E. coli found on food-service work- 
ets’ hands are pathogenic types and also to determine 
what procedures might best protect food from con- 
tamination, or keep it at a minimum, in any institu- 
tion where patients are fed. Until some of these 
questions are answered we should intensify the 
teaching of employees in proper handwashing tech- 
niques and develop in the personnel a better under- 
standing of the importance of good hand hygiene. It 
may be that with better motivation hand washing 
habits could be improved. Emphasis should un- 
doubtedly be placed on (1) more thorough washing, 
using a proper technique, (2) enforcement of a rule 
forbidding the wearing of rings, (3) thorough wash- 
ing of hands on completion of each different task 
particularly those which involve handling raw food 
to prevent transfer of contamination from raw foods 


to cooked foods. 
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Convulsions, Lethargy, Fever and Coma 


Case Presentation 


A 55-YEAR-OLD WHITE MAN with a history of con- 
vulsions was admitted to KUMC for the first time 
on August 6, 1959, and he died on August 14, 1959. 

During the past two years he had noticed unusual 
clumsiness of his hands, and for the past six months 
he had complained of a “crawling” sensation over 
the left side of his forehead. He had also complained 
of intermittent frontal headaches and some slight 
stiffness of his neck for several months. 

On June 24, 1959, while at breakfast, he suddenly 
slumped over the table and had clonic convulsive 
movements of his arms and legs. He was unconscious 
for about eight minutes, and afterwards he felt 
“sleepy.” He had no incontinence. At that time he 
was seen by his local doctor and placed on a daily 
dose of 300 mg. of diphenylhydantoin sodium with 
30 mg. of phenobarbital to be taken at bedtime. He 
apparently did well and seemed to be normal until 
August 5 when again at breakfast he had another 
similar episode and slumped over and had convulsive 
movements of his arms. He was unconscious for about 
four minutes and afterward was somnolent. His wife 
stated that during the time between his first and 
second seizure he would fall asleep easily during the 
day whenever he sat down. Following the second 
convulsion he had a fever of 104 degrees, and he 
was hospitalized in his local community. He seemed 
to be normal during that time until the morning of 
his admission here when he became unsteady and 
had poor articulation. On his way to this hospital 
he rambled incoherently. His decreased awareness and 
incoherence fluctuated from time to time after admis- 
sion. 


Edited by Jesse D. Rising, M.D. and Mahlon Delp, M.D. 
from recordings of the proceedings of the conference 
participated in by the departments of medicine, pediatrics, 
surgery, radiology and pathology of the University of 
Kansas Medical Center as well as by the third and fourth 
year classes of students. 


In 1946 he had had two hernia repairs and a right 
nephrectomy because of a stone; otherwise he had 
had no serious illnesses. 

His family history was non-contributory. The sys- 
tem review was within normal limits. 

The patient was a well developed, well nourished, 
somnolent white man who responded to questions 
but drifted easily to sleep. His blood pressure was 
130/80; pulse, 100 and regular; respiration, 14 per 
minute; temperature, 103 degrees. His head was 
normal, and his neck was supple. The pupils were 
round, regular and equal, and reacted to light and 
accommodation; the extra ocular muscles were intact. 
There was slight first degree horizontal nystagmus on 
right and left lateral gaze. The fields were full, and 
fundi were negative. The ears were normal, and the 
canals were clear. The palate moved only slightly, 
and there was no gag reflex. The tongue was normal. 

Examination of the chest was negative except for 
bilateral rhonchi in the lungs. The heart had a regular 
sinus rhythm, and there were no thrills or murmurs. 
The bladder was distended and reached the level of 
the umbilicus, but the abdomen was otherwise soft, 
and no organs or masses were felt. The extremities 
were normal. The neurological examination showed 
clouding of the sensorium and somnolence. Cranial 
nerves II through XII were tested and nystagmus, 
poor palatal movement and absent gag reflex were 
the only positive findings. The motor examination 
was negative. Cerebellar function tests were not done 
because of the patient’s poor cooperation. He respond- 
ed to pinprick bilaterally, and the corneal reflexes 
were intact. No meningeal signs were present. There 
was diffuse hyperreflexia with abdominal reflexes, and 
the toe signs were downgoing. 

On two occasions the urine showed a faint trace 
of albumin with a few pus cells. Both urine cultures 
were negative. On admission the white count was 
13,700 with 70 per cent polymorphonuclear neutro- 
philes (69 per cent filamented and 1 per cent non- 
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filamented), 22 per cent lymphocytes, 8 per cent 
monocytes. The hematocrit was 43 ml., and the 
hemoglobin was 13.4 gm. per cent. Platelet counts 
were 124,000 and 163,000 on two occasions. The 
VDRL was non-reactive. The BUN was 35 mg. per 
cent; blood glucose, 122 mg. per cent; carbon diox- 
ide, 21.2 mEq/L; sodium, 130 mEq; potassium, 5.1 
mEq ; chloride, 91 mEq. The spinal fluid on August 
6 showed 9 white cells; 2 red cells; a flat colloidal 
gold curve; sugar, 87 mg. per cent (at which time the 
blood sugar was 204 mg. per cent) ; total protein, 
38 mg. per cent. On August 9 the spinal fluid con- 
tained 768 red cells and 46 white cells with 15 per 
cent polymorphonuclears, 85 per cent lymphocytes. 
The CSF sugar was 95 mg. per cent (blood sugar, 
122 mg. per cent); protein, 43 mg. per cent. On 
August 12 the spinal fluid showed 101 white cells 
with 30 per cent polymorphonuclears, 70 per cent 
lymphocytes. The CSF sugar was 67 mg. per cent 
(115 mg. per cent blood sugar) ; protein, 191 mg. 
per cent. The blood ammonia was 70 gamma per 
cent. Liver function studies were: alkaline phos- 
phatase 1.6 millimole units, total serum bilirubin 0.3 
mg. per cent, direct serum bilirubin 0.1 mg. per 
cent, cephalin cholesterol 1 plus, thymol turbidity 2 
units, serum albumin 2.48 gm. per cent, serum 
globulin 2.08 gm. per cent, cholesterol 183 mg. per 
cent (with 65 per cent esters). Several blood cultures 
were all negative at 72 hours. The acid phosphatase 
was 0.4. Cephalin flocculation was 1 plus. Febrile 
agglutinations were negative with the exception of 
typhoid O which was positive 1:20 and paratyphoid 
A, positive 1:40. Nose and throat cultures grew out 
non-hemolytic staphylococci. Tuberculin and _histo- 
plasmin skin tests were negative at 48 hours. Routine 
smears and culture of the spinal fluid were negative 
as were India ink and acid fast stains. On the first 
spinal tap the pressure was 239 mm. and the fluid was 
crystal clear; on the second the pressure was 90 mm. 
with crystal clear fluid; on the third the pressure 
was 110 mm. with slightly xanthochromic fluid. The 
Kolmer test was negative. 

An electroencephalogram taken on August 10 
showed a poorly organized record for an adult with 
pseudo-rhythmical activity predominating at times 
as spike and slow wave in the left temporal region 
at one and one-half second intervals and at times as 
right temporal slow waves at 2 to 3 second intervals. 
The impression was a markedly abnormal electro- 
encephalogram. 

The patient’s temperature was 103 degrees on ad- 
mission, and it. remained elevated throughout most 
of his hospitalization occasionally rising to 104 de- 
grees. On the day of admission he was placed on 
diphenylhydantoin sodium, procaine penicillin, and 
streptomycin, and these were continued throughout 


his hospitalization. On August 8 he was started on 
500 mg. of tetracycline every six hours and pheno- 
barbital, intramuscularly. He had numerous seizures, 
most of which began on his left side with only 
occasional seizures beginning on his right side. All, 
however, terminated in a generalized tonic-clonic 
convulsion. On the day following admission he be- 
came somnolent, and thereafter did not respond to 
painful stimulation. On August 11 bilateral carotid 
arteriograms were done. During the last three days 
of his life he continued to have a high fever, and 
he was tachypneic and completely comatose. During 
the last week he required continuous bladder drainage 
and tube feedings. On August 14 at 7:45 p.m. no 
blood pressure or pulse was obtainable, and he was 
pronounced dead. 

Dr. Mahlon Delp (moderator): Are there any 
questions ? 

Russell Settle (student) :* Can you describe more 
fully the patient’s symptoms and his course after the 
first convulsion ? 

Dr. Harry White (resident in neurology): He 
responded to questions and seemed to be perfectly 
rational. After the onset of his symptoms he had 
continued to work as an aircraft employee, only oc- 
casionally complaining of a slight headache and some 
stiffness of his neck. His wife said that he fell asleep 
easily if he sat down. He had been on medications 
at that time. 

Jonathan Todd (student) : Did he have any vom- 
iting at any time? 

Dr. White: He vomited occasionally, but he had 
a naso-gastric tube because of slow gastric emptying. 

Eleanor Siegel (student): Did he receive intra- 
venous fluids? 

Dr. White: Only until the gastric tube was in- 
serted. 

Dean Stucky (student): Why was he catheter- 
ized? 

Dr. White: Because he had urinary retention on 
admission. 

Mr. Stucky: Was the catheter left in? 

Dr. White: On the second hospital day he became 
more comatose, so the catheter was kept in. 

Douglas Sheafor (student) : Did he have a history 
of alcoholism? 

Dr. White: No, he did not. 

Mr. Stucky: Was there a history of trauma? 

Dr. White: No. 

Mrs. Siegel: Were more blood counts and serum 
electrolyte determinations done? 

Dr. Delp: Subsequent complete blood counts 
showed a leukocytosis similar to that recorded in the 


* Although a student at the time of this conference in 
December, 1959, he, like the others referred to as students 
received the M.D. degree in June, 1960. 
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protocol. Total white counts were 14,000 to 10,000. 
Electrolytes were drawn several times: serum sodium 
was 130 to 126 mEq; potassium, 5.1 and 4.3 mEq; 
chloride, 91 and 87 mEq. The hemoglobin went from 
13 to 11 grams. 

Mr. Stucky: What was his temperature course 
while he was in the hospital ? 

Dr. Delp: His temperature was elevated all of 
the time, and sometimes as high as 104 degrees. 

Mr. Settle: Did he have any nuchal rigidity at 
any time? 

Dr. White: Not that I recall. 

Earl Wright (student): Had he been exposed to 
any toxins in his work? 

Dr. White: He was employed in the painting de- 
partment of an aircraft plant, but I am not sure 
whether he was exposed to any toxins. 

Mr. Sheafor: Were rales heard in the chest at 
any time? 

Dr. White: Dry rales and rhonchi were heard in 
the chest throughout his hospitalization. 

Dr. Delp: If there are no more questions we 
will have the electrocardiograms. 


ELECTROCARDIOGRAMS 


Mr. Todd: An electrocardiogram taken on the 
second day after admission (Figure 1) shows a rate 
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Figure 1. Electrocardiogram taken on August 7, 1959. 


of 110 to 120 with a normal, sinus rhythm. The P 
waves are slightly peaked and about 2.5 mm. high. 
The P-R interval is within normal limits. The R 
waves are somewhat low with voltage; there is never 
a high R wave to suggest rotation. The S-T segments 
are not depressed, and the T waves are normal. Be- 
cause of the peaked T waves I interpret this tracing 
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as compatible with pulr. »nary emphysema. The tachy- 
cardia is consistent with high temperature. 

Dr. Delp: Thank you, Mr. Todd. May we have 
the x-rays now, please? 


X-RAYS 


Mrs. Siegel: A chest film taken on August 7, the 
day after admission, shows normal bony structure 
and a normal heart. The lung fields are clear, and 
the costophrenic and cardiophrenic angles are not 
blunted. A lateral view of the chest shows clear 
costophrenic angles, and there is no basal pneumo- 
nitis. I interpret it as a normal chest film. 

A carotid arteriogram taken on August 11 (Figure 
2) shows good filling of the anterior cerebral, the 


Figure 2. Carotid arteriogram taken on August 11, 
1959. 


supra callosal, and middle cerebral arteries. Bony 
structures are normal, and there are no calcifications. 
A film taken at the same time as the lateral view 
shows the anterior cerebral artery in the midline 
which tends to rule out a space-taking lesion above 
the tentorium. A film taken approximately one second 
later is in the late arterial phase and shows no sign 
of any atypical cerebral disease. 

A KUB film on August 11 shows the Levine tube 
in the stomach and the indwelling catheter in the 
bladder. Bony structures.appear to be normal. I can- 
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not define the psoas shadow because of gas in the 
bowel. The left kidney is outlined, and there is some 
dye in the kidney and in the bladder. No abnormali- 
ties are seen in the KUB film, and I interpret these 
films as normal. 

Dr. Delp: Thank you. May we have your com- 
ments, Dr. Youngstrom ? 

Dr. Karl Youngstrom (radiologist): I just want 
to point out that although the left kidney shows 
quite well the right kidney does not. 

Dr. Delp: May we have your differential diagnosis 
now, Mr. Wright? 


Differential Diagnosis 


Mr. Wright: My differential diagnosis is based on 
the sudden onset of convulsions, lethargy and fever 
leading to coma and death in a 55-year-old man. 

Congenital and heredito-degenerative diseases such 
as lipoidosis and cerebral sclerosis can be ruled out 
because of the incompatible history and physical 
findings as well as the clinical course. Idiopathic 
epilepsy can be excluded because of the patient’s age 
and because of the usually benign course of that dis- 
ease. Collagen diseases such as disseminated lupus 
erythematosus, periarteritis nodosa, and blood dys- 
crasis can be dismissed because of the lack of history 
and appropriate physical findings. General metabolic 
diseases and manifestations such. as hypoglycemia, 
uremia, and alkalosis as well as miscellaneous dis- 
orders such as hypothyroidism and heat stroke can 
be eliminated because of the lack of appropriate blood 
chemistry, history and physical findings. Cerebro- 
vascular diseases are characterized by a gradual onset, 
prodromal periods, vascular insufficiency and localiz- 
ing signs and symptoms. Cerebral embolus can be 
ruled out because of the absence of extracranial 
sources such as endocarditis or atrial fibrillation. 

Intracerebral hemorrhage usually presents with 
early, persistent localizing signs, and there is bloody 
cerebrospinal fluid in about 70 per cent of these cases. 
The lack of signs of severe meningeal irritation and 
bloody spinal fluid excludes subarachnoid hemor- 
rhage. 

Neoplasm is an attractive diagnosis. Tumors of 
the anterior fossa can produce generalized convul- 
sions and fever. It is difficult, however, to reconcile 
that diagnosis in the absence of signs of localizing 
sensory and motor impairment, especially in view of 
the rapid course without signs of increased intra- 
cranial pressure. Nevertheless, subcortical neoplasms 
such as glioblastoma multiforme can produce such a 
clinical picture, particularly if it extends to the 
meningeal or ventricular surfaces. The possibility of 
scattered metastatic malignant lesions either from a 
glioma or from an extracranial tumor producing a 
so-called gliomatosis and carcinomatosis cannot defi- 


nitely be excluded. Although there were no signs of 
increased intracranial pressure and no indication of 
extracranial malignancy from which metastases could 
arise, this does not preclude the diagnosis. 

Finally, I will give first consideration to infectious 
diseases of the central nervous system. The diffuse 
cerebral symptoms such as coma, confusion, convul- 
sion, and headache without distinct localizing ‘signs 
such as hemaplegia, cranial nerve palsy and motor or 
sensory deficit can be consistent with encephalitis. 
The cerebrospinal fluid findings and protracted fever 
tend to support that diagnosis. I do not believe a 
bacterial organism was causative because of the ab- 
sence of meningeal irritation, the negative cerebro- 
spinal fluid cultures and smears, the normal cere- 
brospinal fluid sugar, and the predominant lympho- 
cytic leukocytosis. An inadequately treated bacterial 
meningitis may smoulder along with many of these 
same symptoms, but there is nothing in the patient’s 
history to warrant its consideration as a primary diag- 
nosis. A cerebral abscess with diffuse seeding could be 
postulated, but the absence of an extracranial source, 
distinct localizing signs and increased intracranial 
pressure militate against that diagnosis. Fungal dis- 
eases which can affect the central nervous system such 
as cryptococcosis, nocardiosis, histoplasmosis and blas- 
tomycosis are rare in the absence of systemic manifes- 
tations. I would also like to point out that the India 
ink preparation and cultures of cerebrospinal fluid 
were negative. In luetic meningeal encephalitis one 
would expect to find a positive serology, a greater 
meningeal component and localizing signs. 

My diagnosis is viral encephalitides. The findings 
of cerebrospinal fluid pleocytosis with lymphocytes 
predominating, normal cerebrospinal sugar, and nor- 
mal or elevated protein gives strong diagnostic sup- 
port to a diagnosis of epidemic viral encephalitides. 
The enteric virus group may be excluded. Poliomyeli- 
tis characterized by myalgia, marked meningeal irrita- 
tion and paralysis presents a symptom complex in- 
compatible with our case. Coxsackie infections often 
present with many of the same symptoms. ECHO 
virus may be dismissed because of its usually benign 
course. We do not need to consider the post-infec- 
tious encephalitides because there is no history of 
antecedent infection. Consistent with a prolonged 
course and fatal termination, however, are the epi- 
demic equine and St. Louis encephalitides and a num- 
ber of sporadic viral infections such as mumps, herpes 
simplex, and the so-called nuclear inclusion encephalit- 
ides from which no viruses have as yet been isolated. 
It is difficult to differentiate the individual agent on 
clinical grounds, and I can only speculate that the 
viral etiology is confined to the epidemic arthropod- 
borne viruses or to one of the sporadic viral infections 
which affect the central nervous system. 
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Clinical Discussion 

Dr. Delp: Thank you. I would like to emphasize 
several items which were gathered from the history 
of the physician who first saw the patient, and there 
are some points that need ‘clarification. It has been 
assumed that the patient was a perfectly well man 
who had a convulsive seizure while eating breakfast 
on the morning of June 24. He saw his. physician 
shortly afterward. A spinal tap was done at that time, 
and normal protein was found. A Wassermann test 
was negative, and there was a cell count of 4 in a 
colorless, clear fluid with no evidence of increased 
pressure. It was discovered at that time that the pa- 
tient had a family history of diabetes. He had had 
a nephrectomy, although this was not emphasized 
for reasons that are not entirely clear to me. 

After his seizure the patient continued to work, 
but he often complained of headaches and pressure 
sensations in the left temporal region. He had speech 
difficulty and some clumsiness of his arms, apparently 
worse on his left side than on his right. He had fre- 
quent sensations of giddiness, mild syncope and some 
vertigo. On August 3 he had a severe headache which 
lasted all day, and toward evening of that day he fell 
to the floor and had jerking movements of his arms 
and one of his legs. He had a fever of 102 degrees. 
The following morning while at breakfast he had 
another major convulsive seizure. At that time he 
had a fever of 104 degrees. He was taken to his 
local hospital, and subsequently he was transferred 
here. Now, Mr. Sheafor, how do you explain why 
this apparently well man had a sudden seizure on 
June 24? 

Mr. Sheafor: I believe that his seizure was the 
onset of viral encephalitis. 

Dr. Delp: Mr. Settle? 

Mr. Settle: I agree with Mr. Sheafor, but there 
may have been an irritable focus which was set off 
by the presence of encephalitis. 

Dr. Delp: Mr. Stucky ? 

Mr. Stucky: One of the first signs of viral enceph- 
alitis is a major convulsion occurring in an apparently 
well man who gets up the next day and goes back to 
work at his regular job. 

Mrs. Siegel: Was the convulsion the onset of his 
disease ? 

Dr. Delp: Yes, it was. The point I am trying to 
emphasize, however, is that the patient got up the 
next morning and went to work, apparently feeling 
well. What do you believe could have caused him 
to have that convulsion at breakfast, Mr. Settle? 

Mr. Settle: In my opinion the time that the con- 
vulsion occurred is insignificant. It could have oc- 
curred at night, and no one would have known any- 
thing about it. 

Dr. Delp: The second convulsion also occurred at 
breakfast. Wilf you explain the negative spinal fluid 


examination on the day after his first seizure, Mr. 
Sheafor ? 

Mr. Sheafor: The spinal fluid examination showed 
clear fluid, 4 cells, normal pressure, negative serology, 
normal protein of 35 mg. per cent all of which pre- 
sents the typical picture of viral encephalitides. 

Dr. Delp: About seven weeks after his admission 
here the findings were essentially the same. The third 
spinal fluid showed 101 white cells, 231 red cells, 
and spinal fluid protein of 191 mg. per cent. Is that 
still typical, Mr. Sheafor ? 

Mr. Sheafor: Changes in spinal fluid protein and 
cells may be due to spinal taps. 

Dr. Delp: Mr. Todd? 

Mr. Todd: I believe that changes in spinal fluid 
protein are associated with the disease. 

Dr. Delp: Mr. Wright? 

Mr. Wright: There was probably increased perme- 
ability of choroid plexus toward the end that would 
account for the increase in protein. 

Dr. Delp: Do you believe that the connection 
between the onset, the initial signs, and the termina- 
tion of the illness is consistent? 

Mr. Wright: It is not inconsistent with a number 
of viral encephalitides that have been reported in the 
literature. 

Dr. Delp: What is your second diagnosis, Mr. 
Settle ? 

Mr. Settle: I could not rule out the various chronic 
meningitides that were mentioned. 

Dr. Delp: What are the signs of chronic meningi- 
tides ? 

Mr. Settle: There is increased protein in the 
spinal fluid, and the sugar is normal. 

Dr. Delp: The protein was 35 mg. per cent. Is 
that increased ? 

Mr. Settle: No, but there may have been other 
signs which could have been consistent with menin- 
geal irritation? 

Dr. Delp: Did he have any signs of meningeal 
irritation ? 

Mr. Settle: He complained of some stiffness of 
his neck. 

Dr. Delp: Mr. Sheafor? 

Mr. Sheafor: I cannot definitely exclude a diffuse 
infiltrative neoplastic disease such as a gliomatosis. 

Dr. Delp: What is your next best diagnosis, Mr. 
Stucky ? 

Mr. Stucky: Glioblastoma multiforme. 

Dr. Delp: Mr. Todd? 

Mr. Todd: Glioblastoma multiforme. 

Dr. Delp: Mrs. Siegel? 

Mrs. Siegel: His course and spinal fluid findings 
were not incompatible with a brain abscess; too, there 
were no localizing signs. 

Dr. Delp: Since the patient did not have a stiff 
neck, and there was no elevation of protein, what 
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other signs of meningitis should he have shown? 

Mrs. Siegel: There was no positive Kernig’s sign 
and no meningismus, but his course was compatible 
with meningitis. 

Dr. Delp: Do you believe that he had two ill- 
nesses ? 

Mrs. Siegel: No, I do not. 

Dr. Delp: Mr. Wright, do you believe that the 
various anticonvulsants and antibiotics which he re- 
ceived could have had some bearing on his illness? 

Mr. Wright: No. 

Dr. Delp: Mrs. Siegel ? 

Mrs. Siegel: They would have decreased the tend- 
ency toward convulsions. 

Dr. Delp: Mr. Settle, in your opinion did the pa- 
tient die of encephalitis? Was that the immediate 
cause of death? 

Mr. Settle: Yes, I believe he did die of enceph- 
alitis. No part of the central nervous system is exempt 
from being affected by encephalitis, and there could 
have been a diffuse involvement. 

Dr. Delp: Mr. Sheafor ? 

Mr. Sheafor: I believe it was encephalitis. 

Dr. Delp: Mrs. Siegel, do you believe he died of 
encephalitis or with encephalitis? What was the im- 
mediate cause of death? 

Mrs. Siegel: I believe he died of hypothalamic 
failure. 

Dr. Delp: How do you explain the patient’s fever? 
Is it consistent with your diagnosis? 

Mrs. Siegel: Yes, it is; I believe that this is a fairly 
flat fever course. 

Dr. Delp: I would say that 104 degrees is a high 
fever. 

Mrs. Siegel: It could be a simple fever, a hypo- 
thalamic fever. 

Dr. Delp: What is your opinion of this virus, Mr. 
Wright? 

Mr. Wright: Some recent literature was concerned 
with 38 cases of nuclear inclusion viral encephalitis 
in seven of which herpes simplex was isolated. 

Dr. Delp: How many were 55 years of age, and 
how long did they live? 

Mr. Wright: All were adult patients; some lived 
for three and one-half months, some lived for seven 
weeks, but most of them lived only for two or three 
days. 

Dr. Delp: Thank you. We will now have the 
pathologist’s report. 


Pathological Report 


Dr. J. K. Frenkel (pathologist): The brain was 
moderately edematous and weighed 1470 gm. A pres- 
sure cone was present on the right cerebellar tonsil. 
There was evidence of meningitis and perivascular 
cuffing as shown in Figure 3. There was also inflam- 
mation of the cortex, a loss of staining density and 


Figure 3. Inflammation of meninges and necrosis of 
neurons in the cortex with edema, perivascular in- 
flammation. H and E. 50x. 


frank infarction. We see hyperemia and perivascular 
leukocytic infiltration, and numerous phagocytes ac- 
company neuronal cells with intranuclear inclusions 
(Figure 4). 

This is an example of encephalitis due to Herpes- 
virus hominis which more commonly produces te- 
current attacks of fever blisters. The question arises 
as to whether this was the primary infection of our 
patient at 55 years of age or whether it was a recur- 
rent infection, which for one reason or another ex- 
tended into the central nervous system. There was no 
evidence of recent gingivostomatitis. Statistically 
speaking, most adults have antibodies. Because it has 
been shown in animals that herpes virus can remain 
latent and then be precipitated into encephalitis by 
anaphylactic shock, I believe that this patient’s disease, 
too, could have been the result of latent herpes sim- 
plex infection. Some unknown insult or modifying 
influence resulted in extension of the virus infection 
into the brain, giving rise to many small foci which 
gradually increased in size. A review of the literature 
shows that the clinical course is commonly slow, usu- 
ally from four to six weeks, although occasionally 
death occurs much more quickly. 

A number of oligodendroglia appear in the white 
matter with intranuclear inclusion or chromatin dis- 
turbances (Figure 5). Some areas of gray matter show 
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Figure 4. Necrosis of individual neurons, intranuclear 
inclusions, mainly in astrocytes, edema and perivascular 
inflammation. H and E. 200x. 


numerous neurons and glial cells with inclusions 
(Figure 4). Cases have been described in which her- 
pes virus has been isolated without any inclusions 
present. The intense necrosis depends on the occlusion 
of vessels, and in some areas the amount of debris 
gives rise to a marked phagocytic reaction. A number 
of glial cells show mitotic figures which, in my experi- 
ence, is rare. 

Most of the lesions were in the cortex, in the gray 
matter and subjacent white matter. The patient had 
signs referable to fifth nerve irritation and to other 
cranial nerve irritations. The nucleus pigmentosis 
pontis and the adjacent part of the fifth nerve motor 
nucleus showed marked inflammatory involvement. 

Along the pons were small areas of glial nodules 

‘and neuronal degeneration in the nucleus of the vagus. 
Glial nodules with intranuclear inclusion were present 
in the reticular substance of the medulla, and perhaps 
had some bearing on the patient’s somnolence. 

The caudal medulla showed changes in the Nissl 
substance of cells, indicating without definite inclu- 
sion that these cells too were involved. 

Part of the cerebellar folia were plainly infarcted. 
All of the small neurons were degenerated, and there 
were infarcts without any inflammation. 

Thrombi having the appearance of fibrinoid ma- 
terial were fairly numerous in some areas of the brain 


while not in others. In an area of the hypothalamus, 
occlusion of a small vessel was seen associated with a 
small area of infarction, and tentatively this type of 
thrombosis may have been the cause of the many 
cerebral infarcts. 

There was aspiration pneumonia with patchy atelec- 
tasis. The patient was slightly dehydrated, and there 
was inspissation of mucus in the pancreas. 

Through the efforts of Dr. Herbert A. Wenner, 
research professor of pediatrics, and Miss Marjorie 
Soergel, research assistant, Virus Research Section, this 
virus has been isolated and the identity of the virus 
proven by neutralization tests, using Keown anti- 
herpes HF serum. Employing monkey kidney cell cul- 
tures, the virus may produce focal lesions in solid 
sheets of cells. The virus enters the cells, multiplies 
and sometimes produces inclusions in the nucleus 
(Figures 6 and 7). The cells round up, detach from 
the glass, and subsequently die. The focal nature of 
lesions in the brain, in tissue cultures and in the skin, 
suggests that the virus travels from cell to adjacent 
cell. Tissue culture not only offers a way of identifying 
the virus but also permits the performance of studies 
which show that this virus spreads slowly even in the 
presence of antibody, perhaps explaining why the 
disease progressed so slowly in this patient. Unfor- 
tunately no serum specimen was available postmortem 
to test for the actual presence of such antibody. 

If virus is deposited on the chorioallantoic mem- 
brane of the chick embryo many small necrotic foci 
result, so-called ‘‘pocks’’ which likewise provide a sig- 


Figure 5. Intranuclear inclusions (arrow) in oligo- 
dendroglia of white matter. H and E. 500x, 
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nificant aid in identifying the virus. Mice can be in- 
fected with the virus by intracerebral inocculation. 
Intranuclear inclusions and focal areas of neuronal 
degeneration are seen. 

We have seen the virus grow and where it grows. 
Now, how does it produce inclusions? Dr. Council- 
man Morgan and his colleagues‘ with the aid of the 
electron microscope have made a study of this in 


Figure 6. Intranuclear inclusions in monkey kidney 
cell culture. H and E. 200x. 


detail, and all of the evidence points toward the fact 
that the virus is produced in the nucleus as a spherical 
body surrounded by a single membrane (Figures 8 
and 9). Bits of nuclear membrane are pinched off as 
the virus exits (Figure 10), and the virus particles 
appear in the cytoplasm covered by two membranes 
(Figure 11). Virus infected cells can survive for sev- 
eral days, and for a while the nucleus secretes herpes 
virus. Many other viruses will kill the cells quickly. 
For example, mice infected with western equine en- 
cephalitis virus usually die within two or three days, 
whereas if infected with herpes they may survive for 
a week or sometimes longer. 

What we recognize as a cell with an inclusion is a 
nucleus which is disintegrated. Sometimes a matrix 
is left with a few virus particles. The actual virus 
secretory activity of the nucleus does not produce an 
inclusion body recognizable by light microscopy. A 
regular inclusion body becomes apparent only when 


Figure 7. Intranuclear inclusions in monkey kidney 
cell culture. The smallest nuclei are of normal appear- 
ance; infected nuclei show margination of chromatin 
and the appearance of a homogenous central intranu- 
clear inclusion (arrow). H and E. 500x. 


the cell is more or less exhausted, dead or dying. 

In regard to the prolonged course of the disease, 
the virus appears to enter into some of the neurons 
and oligodendroglial cells near the surface of the cor- 
tex, and the infection smoulders along presumably 


Figure 8. Part of the nucleus of a human cell grown 
in tissue culture. The chromatin is marginated and an 
aggregate of small regular granules is seen near the 
top. x10,000. (From Morgan ef al., reference No. 4. 
Courtesy of Councilman Morgan, M.D. and The Rocke- 
feller Institute Press. ) 
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Figure 9. The granular aggregate in Figure 8 is sec- 
tioned at a slightly different level. The granules of 
developing herpes virus are nearly uniform in size and 
occasionally form short rows. Scattered among the 
granules are viral particles with an internal body and 
a single limiting membrane. x40,000. (From Morgan 
et al., reference No. 4. Courtesy of Councilman Morgan, 
M.D. and The Rockefeller Institute Press. ) 


retarded by the presence of acquired immunity which, 
although inadequate in the central nervous system, 
apparently prevented infection of the mucous mem- 
branes or, at least, recurrent infection in our patient. 
The increase in cerebrospinal fluid pleocytosis can be 
explained by the increasing infarction. 

I believe the patient died from the multiple infarcts 
as well as from the irritation produced along the brain 
and brain stem, the pons in particular, and then termi- 
nally had the complication of bronchopneumonia. 
Coliform bacteria and staphylococci were isolated 
from the blood and the pleural fluid. Surprisingly, 
however, none were isolated from the lung. No defi- 
nite bacteria were found in the lung sections, and the 
polymorphonuclears were the only indication of in- 
fection. 

Dr. Delp: Thank you, Dr. Frenkel. I was hoping 
that the students would say that the patient had bron- 
chopneumonia. Dr. Youmans, may we have your com- 
ments, please? 

Dr. Ronald A. Youmans (instructor in medi- 
cine): Our case is somewhat vague as presented on 
the protocol, and it was just as vague clinically. How- 
ever, if a 55-year-old man were to come into my office 
complaining that he had had a seizure but that he 
otherwise felt well, and, furthermore, if he acted well 
and had a negative neurological examination and 
negative spinal fluid, I would be inclined to start him 
on anti-convulsants with the comment that “this sei- 
zure may be the only one you will ever have.” 

So far as anyone knows there is no adequate ex- 


planation for these so-called idiopathic seizures which 
have their onset in middle age. Because of the lack 
of neurological findings these seizures are probably 
not significant. Most of them prove to be minor vas- 
cular accidents, and another seizure may never occur. 
It is important, however, that these patients are started 
on anti-convulsants, and they should be followed for 
at least three years to be certain that they remain 
neurologically negative. If neurologic signs of sig- 
nificance should develop one is obliged to do arterio- 
grams and an air study and aggressively pursue a 
diagnosis of brain tumor. 

When we saw the patient during the last eight days 
of his life it was obvious that he had encephalitis. A 
high fever with progressive somnolence made the 
diagnosis reasonably certain. The problem still re- 
mained, however, whether encephalitis was all that he 
had, or, considering his two-year history of clumsiness 
of his hands, whether there might be a meningioma 


Figure 10. A collection of granules and viral particles 
in crystalline pattern are shown within a nuclear pro- 
trusion Of the cell. A row of virus particles lies adjacent 
to the nuclear membrane which is reduplicated. At the 
top, two intranuclear particles possess triple membranes. 
44,000. (From Morgan e¢ al., reference No. 4. Cour- 
tesy of Councilman Morgan, M.D. and The Rockefeller 
Institute Press. ) 
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or, possibly, another tumor of six-months’ duration. 
Although the encephalitis was there we still did ar- 
teriograms. Glioblastoma is the only tumor that char- 
acteristically manifests an intermittent fever of one- 
half to one degree. A sustained fever of 104 degrees is 
not compatible with the diagnosis of that tumor. I 
believe that herpes virus is present everywhere all of 
the time. Dr. Frenkel will probably agree with me 
that herpes virus is not easily cultured or easily iso- 
lated. It probably is not often isolated even when it is 
present. The patient may have had herpes virus for 
years. I suspect that most of us have it or have had it. 

Apparently something else happened to the pa- 
tient during the last two weeks of his life which was 
catastrophic and allowed the virus to become rampant. 


Figure 11. Cytoplasm of a human cell containing 
herpes virus particles the majority of which lie within 
vacuoles. The process of viral extrusion from the nu- 
cleus can be seen at the lower border where there is 
reduplication of the nuclear membrane forming sacs 
enclosing virus particles with two membranes. Forma- 
tion of these sacs result in liberation of virus without 
disruption of either nuclear or cytoplasmic membranes. 
(From Morgan ef al., reference No. 4. Courtesy of 
Councilman Morgan, M.D. and The Rockefeller Insti- 
tute Press. ) 


It may have been a co-infection with a second virus, a 
change in his allergic state, a depletion of his im- 
munity system or trauma—one can postulate indefi- 
nitely. Perhaps there was a change in his general 
allergy state, or he may have developed hay fever at 
that time of the year. Many things can cause a virus to 
become rampant. Interesting studies have been made 
in connection with ECHO and Coxsackie infections in 
which neither virus alone is markedly virulent, but 
co-infection with the two presents a dramatic picture 
not resembling either of the single infections alone. 
There is no reason, however, to believe that herpes is 
anything except a single virus infection. 

Dr. Delp: Thank you. May we have your com- 
ments, Dr. Wenner ? 

Dr. Wenner: It is not always true that herpes sim- 
plex is a chronic disease, particularly when it involves 
the central nervous system. The cases that I have seen 
were acute, and the patients died within a week or ten 
days. Dr. Youmans stated that herpes simplex floats 
around quite generally and that everyone has it. I 
believe that is an assumption. It is true, however, that 
herpes simplex can be isolated from the mouths of 
many individuals. There is the concept, not a proven 
one, that herpes simplex is latent in the tissues of 
human beings, and that it could flare up at almost 
any time. That concept is based entirely upon clinical 
evidence which is good, but, in my opinion, it is only 
a concept. I am somewhat reluctant to believe that 
masked viruses which perhaps lie in the central nerv- 
ous system might suddenly flare up. I believe that 
most of the viruses that reach the central nervous 
system come from elsewhere by inroads, either vas- 
cular or neuronal, rather than being touched off by 
any other insult to the brain tissue that might exist. 

As I heard the history of the patient I suspected 
that he had two illnesses. In the first place, how could 
he have had convulsions and still feel perfectly well ? 
Also, how could he have had yet another convulsion 
and still have a normal spinal fluid? I do not under- 
stand how he could have had all of these changes in 
his brain until his terminal event. I believe that his 
terminal event was acute encephalitis, but that it was 
a secondary feature. 

Dr. Delp: Thank you. Dr. Williamson, perhaps 
you can enlighten us on what seems to be a lack of 
proper correlation between the inception of the 
patient’s illness and the termination. 

Dr. William P. Williamson (neurosurgeon): It 
was the surgeon’s obligation to rule out brain abscess 
or brain tumor. Localization of the lesion could not be 
well placed in any single area. It seemed that the pa- 
tient either had widespread brain stem disease, as 
exemplified by the initial appearance of bulbar speech 


_and profound stupor, or bilateral cerebral disease as 


evidenced by convulsions alternating from one side 
to the other. It was not possible anatomically to put 
his disease in one small area to fit brain abscess or 
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brain tumor. Secondly, as has been pointed out, the 
spinal fluid findings were more compatible with viral 
infection. If the patient had had a brain abscess 
which had suddenly ruptured into a ventricle to ac- 
count for his sudden, apoplectic, violent iilness, the 
spinal fluid should have been full of polymorpho- 
nuclears, and the spinal fluid should have been low. 
It was our opinion that he did have a viral encepha- 
litis, but we were puzzled by the convulsion he had 
had two months previously, and we were worried 
about a possible smouldering tumor or brain abscess 
that might have suddenly flared up. For that reason 
we concurred in doing the arteriograms in order to 
have the assurance that he was not a surgical problem. 
I still cannot believe that the patient had encephalitis 
and that he worked at his regular job for two months 
with it. 

Dr. Frenkel: I would like to add one more thing. 
I believe that this virus infection started in the brain 
of an immune host. Immunity potential there is bas- 
ically lower than in the extraneural viscera. In experi- 
mental animals one can sometimes watch chronic 
encephalitis progress slowly for many months. Having 
studied chronic toxoplasmosis this has became a fa- 
miliar concept to me. It appears consistent with this 
patient’s history that lesions slowly spread in the 
brain and that increasing signs resulted from the 
cumulative damage. 

One clinically important precipitating influence has 
not been mentioned. In patients with conjunctival and 
corneal herpes virus the use of eye drops containing 
adrenal corticoids has resulted in the spread of the 
injection with involvement of the entire orbit. So we 
know at least of one factor that can cause herpes virus 
to flare up in man. Relapse in rabbits where anaphy- 
lactic shock gave rise to herpes encephalitis following 
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a latent virus infection is, I believe, well documented 
by Good and Campbell.? 

Dr. Delp: Thank you, Dr. Frenkel. In the case 
today we have seen a brilliant demonstration of a 
patient who had, at the time of death, herpes virus 
in the brain. I do not believe that has been demon- 
strated here previously. I am somewhat skeptical, how- 
ever, as to whether the patient had herpes virus in- 
volving his brain for two months; but then we should — 
be skeptical about many things in medicine. 


Pathological Anatomical Diagnosis 


Meningoencephalitis, subacute, with virus resem- 
bling Herpesvirus hominis (Herpes simplex), isolated 
in tissue culture. 

Edema of the brain. 

Pressure cone on the right cerebellar tonsil. 

Bronchopneumonia, advanced, involving both left 
lobes and the lower lobe of the right lung. 
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Notice 


The committee in charge of the scientific exhibits for the annual meeting of the Kansas 
Medical Society to be held in Wichita May 1-4, 1961, has made arrangements for the use 
of good exhibit space immediately adjacent to the meeting area. The Kansas Medical 
Society has made available $200.00 to be used in cash prizes. 

Because of the Kansas Centennial Exposition which will be in Wichita, there will 
probably be record breaking attendance at the meeting. 

Exhibits in the scientific area will be limited to those of a scientific nature. Each member 
of the Kansas Medical Society is invited to prepare an exhibit. Other interested physicians 
may also present scientific exhibits, however, if space is a problem members will be given 


the first priority. 


A form on which space may be requested will be mailed to each member of the Kansas 
Medical Society. Physicians, who are not members, who wish to reserve space should 


address inquiries to: 


Charles M. White, M.D. 


3244 East Douglas 


Wichita, Kansas 
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The President’s Message 


Dear Docror: 


As we inspect this month’s JOURNAL, we of the 
Kansas Medical Society and residents of Kansas can be 
justly proud of the gradual but steady development of 
the University of Kansas Medical School. From its 
meager beginning, through the many years with its many 
ups and downs from which much was learned, a Medical 
Center has developed, that is recognized throughout the 
United States as one of the fine medical schools. 

The University of Kansas Medical School was first to 
recognize the need for doing something to encourage newly 
graduated medical men to go to rural communities where 
medical help was so greatly needed. This was done 
through Preceptorships which have been a great help in 
alleviating the scarcity of doctors in many communities. 

This program is well on its way. The Dean and staff 
of the Medical School were desirous of giving Kansas 
physicians an opportunity of taking advantage of Post- 
graduate work at the Medical School, as well as in 
circuit courses. This was done and the Postgraduate 
School has gone ahead in leaps and bounds not only 
serving the Kansas doctors, but have expanded until 
doctors throughout the United States are taking advantage 
of the Postgraduate School. 

May I say that all of this development has taken place 
as a result of a fine and almost superhuman cooperative 
effort of the staff of the Medical School and, of course, 
no little credit goes to the Board of Regents, the Kansas 
Legislature and to the physicians of this state in making 
all of these things possible. 


Yours very truly, 


President 
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Editorial Comment 


The JOURNAL is proud to present the 15th Edition of the 
Annual University of Kansas Issue. This year, again, Dr. 
Jesse D. Rising of the University of Kansas Medical Center 
directed the large task of the selection and assembling of 
material. His success was so outstanding that only a portion 
of the papers appear in this issue. Others will be published 
subsequently. We think the 15th University of Kansas 
School of Medicine Issue is the most significant of this 
series. 

This also marks the first occasion of this event under the 
direction of a new dean, Dr. C. Arden Miller. The JoURNAL 
expresses its gratitude to the dean, to Doctor Rising and to 
each of the faculty contributing articles. We welcome this 
opportunity for a tangible expression of the close coopera- 
tion existing between the medical profession of this state 
and the University and look forward to continuation of this 


relationship into the future. 


Owill R MD —£aitor 
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COMMENT 


Before the Kansas Senate, at the time this editorial 
is written, there is a bill entitled the Immunization 
Act, Senate Bill 119, submitted by the Committee 
on Public Health. Its subtitle states succinctly that 
this is “An act relating to schools, providing for 
certification of immunization of school children of 
certain diseases, and providing certain exemption 
from such requirements.” 

The act provides that any pupil, entering school 
for the first time in this state shall, prior to admis- 
sion, be required to present to appropriate school 
authorities certification from a licensed physician that 
he has received immunization against poliomyelitis, 
smallpox, diphtheria, pertussis, and tetanus, by 
proper means. 

Exemptions to this act are broad enough to satisfy 
any personal or religious objection, but require the 
exceptions to be made a matter of record. 

This legislation is long overdue. It has been en- 
dorsed by the School Health Committee of the Kan- 
sas Medical Society and by the Kansas State Teacher's 
Association. We feel this is worthy legislation and 
in the great tradition of Kansas leadership in public 
health. It deserves the support of each member of 
the Kansas Medical Society. 


A.M.A. Membership 


~ Many physicians on starting their practice immedi- 

ately join their local Medical Society without realiz- 
ing that they are thus becoming a part of ORGAN- 
IZED MEDICINE which is patterned more or less 
like the American Government. 

In joining the local or county medical society the 
physician automatically becomes a member of the 
Kansas Medical Society. The purpose of the K.M.S. 
Constitution begins with this: 
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“The purpose of this society shall be to federate 
and bring into one compact organization the entire 
medical profession of the State of Kansas AND TO 
UNITE WITH SIMILAR SOCIETIES OF OTHER 
STATES TO FORM THE AMERICAN MEDI- 
CAL ASSOCIATION,” etc. 

Annually the House of Delegates of the Kansas 

organization elects and sends delegates to the House 
of Delegates of the A.M.A., thereby recognizing the 
fact that the local members not only are eligible to 
membership but are members in the A.M.A. whose 
By-Laws provide membership as follows: 
“Active membership shall be limited to those mem- 
bers of constituent associations who hold the de- 
gree of Doctor of Medicine or Bachelor of Medicine 
and are entitled to exercise the rights of active mem- 
bership in their constituent associations, including the 
right to vote and hold office, etc.” 

You will note the similarity of the plan to the 
American Government. A citizen of a county is like- 
wise a citizen of Kansas, and likewise an American 
Citizen. He is therefore subject to the rules and 
laws set down by the respective governing bodies 
elected by the people. 

Every active, paid up member of any of the com- 
ponent societies of the Kansas Medical Society is 
therefore a potential member of the A.M.A. and as 
such is responsible for any dues voted by a majority 
of the Delegates. Dues are not set by the officers or 
any of the active sections of the organization. Please 
note the similarity of organization procedure since 
the Senators and Representatives of the Congress, 
elected by the people have found it necessary to 
levy an Income Tax upon the people. Frankly, we 
don’t like it but we pay it. By remaining a member 
of your local society you are therefore liable for the 
Dues of the A.M.A. 

Many years ago annual subscription to the Journal 
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of the A.M.A. was the only financial request. Later 
Fellowship sections were established, and those de- 
siring that, paid in additional sums or work. Still 
later a more or less voluntary request for regular 
contributions was asked of members and still later, 
regular annual dues were established, which still 
includes Journal subscription. We have recently been 
informed that the dues will be raised. 
A. W. Frectty, M.D. Wichita 


AMENDMENT NO. 1 


BY-LAWS CHAPTER V, SECTION 3, Page 14 
Amended to read: 


Section 3. Each component society having made 
its annual report and paid its assessments as pro- 
vided in this Constitution and By-Laws shall elect 
ONE DELEGATE (1) and ONE ALTERNATE 
(1) to the House of Delegates for each TWENTY 
(20) MEMBERS and major fraction thereof, 
PROVIDED, that each component single county 
society shall be entitled to at least one delegate 
and one alternate, and Provided further that each 
COMPONENT MULTI-COUNTY Society shall 
be entitled to elect one delegate and one alternate, 
PLUS one delegate and one alternate for each 
TEN (10) members and major fraction thereof 
on the membership roll. It shall be the duty of the 
secretary of each component society to send a list 
of the delegates and alternates to the Executive 
Secretary of this Society at least thirty days prior 
to each session. 


AMENDMENT NO. 2 


BY-LAWS CHAPTER VI, Line 13, Page 17 
Amend by 


Strike out the word “and” before the words 
“delegate elect” and insert a comma (,) and the 
words “and an alternate delegate” and further in 
Line 15 and 16 strike out the words ‘and alter- 
nate delegate to the American Medical Associa- 
tion.” 


AMENDMENT NO. 3 


BY-LAWS CHAPTER VIII, SECTION 15, Page 
23 Amend to read: 


Section 15. The EXECUTIVE SECRETARY shall 
notify each component society of each Councilor 
District at least three months in advance of the 
annual session at which a new councilor term 
begins for that district. A meeting of the com- 
ponent societies of a district may be held or a poll 
taken prior to the annual session to determine a 
Councilor to be recommended for the new term, 
and the Councilor shall be elected by a caucus of 
the delegates present from the several component 


societies of the district as required by the Constitu- 
tion (Article IX, Section 3). The results of the 
caucus shall be reported to the House of Delegates 
along with the names of the newly elected of- 
ficers. 

AMENDMENT NO. 4 


CONSTITUTION ARTICLE IV, SECTION 2, 
Page 5 Amended to read: 


Section 2. The officers of this Society shall be a 
president, a president-elect, a first vice-president, 
a second vice-president, a secretary, a treasurer, a 
Speaker of the House, and a vice speaker of the 
House. All officers shall be elected by the House 
of Delegates of this Society for terms of office as 
are herein provided. 


AMENDMENT NO. 5 


CONSTITUTION ARTICLE VII, SECTION 1, 
Page 6 Amended to read: 

Section 1. The House of Delegates shall be the pri- 
mary legislative and governing body of this So- 
ciety, and shall consist of the duly elected dele- 
gates presided over by a Speaker of the House or 
a Vice Speaker. Other officers, councilors, Chair- 
man of the Editorial Board and Past Presidents of 
this Society who are not elected delegates shall be 
EX-OFFICIO members without vote. 


AMENDMENT NO. 6 
CONSTITUTION ARTICLE IX, SECTION 1, 
Line 2, Page 7 Amend as follows: 


After the word “treasurer” add the words “speak- 
er and vice-speaker of the House of Delegates.” 


AMENDMENT NO. 7 


BY-LAWS CHAPTER V, SECTION 8, No. 2, 
Page 14 Amend as follows: 
Delete the word “President” and insert the words 
“Speaker of the House’’ also after No. 5 in the 
agenda, insert a new No. 6 “Address of the 
Speaker.” 
AMENDMENT NO. 8 
BY-LAWS CHAPTER V, SECTION 9, No. 2, 
Page 15 Amend as follows: 
Delete the word “President” and insert the word 
“speaker” also in No. 3 after the word ‘“Treas- 
urer,” insert the words “Speaker and Vice-speaker,” 
also in No. 9 amend to read “Installation of new 
president and speaker.” 


AMENDMENT NO. 9 


BY-LAWS CHAPTER VII, SECTION ‘1, Line 9, 
Page 17 Amend as follows: 


Delete the words “House of Delegates and the” 
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AMENDMENT NO. 10 


BY-LAWS CHAPTER VII, SECTION 3, Line 3, 
Page 18 Amend as follows: 


Delete the words “the House of Delegates” 


AMENDMENT NO. 11 


BY-LAWS CHAPTER VII, New SECTION 7 
(re-number No. 8), Page 19 Insert 


Section 7. The Speaker of the House, elected an- 
nually, shall preside at all meetings of the House 
of Delegates, appoint all reference committees and 
refer proper resolutions or amendments or subjects 
to each, and shall perform such duties as custom 
and parliamentary procedure may require. He shall 
have the right to vote only in case of a tie. He 
shall be ex-officio a member of the Council with- 
out vote. 

The Vice-Speaker shall be prepared to assume 
the duties of Speaker during his absence or at his 
request, shall assist the Speaker in the perform- 
ance of his duties, act in capacity of Sergeant at 
arms. He shall have the right of vote only when 
in the capacity of Speaker and only in case of tie 
vote. In the event of death, resignation or dis- 
ability of the Speaker he shall automatically suc- 
ceed to that position for the unexpired term. He 
shall be an ex-officio member of the Council 
without vote. 

In case of death, resignation or removal of both 
Speaker and Vice-Speaker, the Council shall ap- 
point either or both for the unexpired term. 


AMENDMENT NO. 12 


BY LAWS CHAPTER VI, SECTION 1, Line 10, 
Page 17 Amend as follows: 


After the word “treasurer” insert the words 
“Speaker and Vice-Speaker of the House of Dele- 
gates” making lines 9 to 12 read: “each elective 
office consisting of one or more candidates for 
the offices of president-elect, first vice-president, 
secretary, treasurer, speaker and vice-speaker of 
the House of Delegates, delegate-elect and alter- 
nate delegate to the American Medical Association, 
and three or more candidates for the office of 
second vice-president.” 


AMENDMENT NO. 13 


BY-LAWS CHAPTER XI, SECTION 3, b & ¢, 
Page 27 Amend as follows: 
b. Line 2, Delete “president” and insert “Speaker 
of House of Delegates.” 
c. Line 2, Delete “president” and insert “Speaker 
of House of Delegates.” 


AMENDMENT NO. 14 (recommended by Dr. 


Thorpe) 


BY-LAWS CHAPTER VI, SECTION 1, Pages 


16 & 17 Amend as follows: 
Amend down to the last word in line 6, to read 
as follows: Section 1. ‘“‘A nominating committee 
of five shall be elected by ballot from the elected 
delegates at the first meeting of the House of 
Delegates of each annual session. One member so 
elected shall be appointed as chairman of the 
committee by the incoming president of the 
Society.” 
AMENDMENT NO. 15 


BY-LAWS CHAPTER V, SECTION 1, Last line 


page 13 and first line page 14 shall be amended 
to read: 
“Notice of such meeting shall be mailed to each 
component society AT LEAST FIFTEEN (15) 
DAYS in advance of the date selected and shall 
state time, place, and purpose of the meeting.” 


NEW MEMBERS 


The Journat takes this opportunity to welcome these new 
members into the Kansas Medical Society. 
David H. Davis, M.D. Donald H. Morrison, 
Larned State Hospital M.D. 


Larned, Kansas 2 Hollylane 

Joseph H. Paola, Kansas 

Box 248 John E. Morton, M.D. 
Douglass, Kansas Hertzler Clinic 

Box 500 Gerald K. Palmer, M.D. 


Osawatomie, Kansas St. John’s Hospital 


James J. Jambor, M.D. Salina, Kansas 

806 Second Avenue 

Dodge City, K: Robert D. Parman, M.D. 
306 Medical Arts Building 

Emmett R. Johnson,M.D. Topeka, Kansas 

Larned State Hospital 

Larned, Kansas Jaime Polit, M.D. 

Kansas Treatment Center 


for Children William E. St. Clair, M.D. 
Third & Oakley Hartig Clinic 
Topeka, Kansas Downs, Kansas 
David A. Lasley, M.D. Dale B. Snow, M.D. 
416 South Santa Fe 1200 Fremont 
Salina, Kansas Manhattan, Kansas 
John D.MacCarthy,M.D. William V. Trekell, M.D. 
325 Maine Street 806 Second Avenue 
Lawrence, Kansas Dodge City, Kansas 
Aubrey S. McGee, M.D. Clarence N. Waters, M.D. 
Santa Fe Hospital 519 United Building 
Topeka, Kansas Salina, Kansas 
W. Lynn McKim, M.D. Harry E. Watts, M.D. 
616 Niles 107 B West 13th 
Kinsley, Kansas Hays, Kansas 
Eugene M. Malone, M.D. William N. Wilks, M.D. 
Hertzler Clinic Larned State Hospital 
Halstead, Kansas Larned, Kansas 
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From the Stacks 


Mrs. BLENDENA Evans, Librarian 
Stormont Medical Library, State House 
Room 516, Topeka, Kansas 
Phone CE 5-0011 ex. 297 


Recent Acquisitions 
Allergy 


Scott, M. J. Hypnosis in skin and allergic diseases. 
Thomas. 1960. 


Anesthesia 


Adriani, J. A. The pharmacology of anesthetic 
drugs. Thomas. 1960. 


Ase psis 


Perkins, J. J. Principles and methods of steriliza- 
tion. Thomas. 1960. 


Cancer 


Leukemia cutis. Thomas. 1960. 


Books and periodicals will be sent 
anywhere in the state. You pay only the 
postage, four cents for the first pound 
and one cent for each additional pound. 


Dermatology 
Goldsmith, N. You and your skin. Thomas. 1960. 
Endocrinology 


Pitt-Rivers, R. The chemistry of thyroid diseases. 
Thomas. 1960. 
Gastroenterology 


Kleckner, M. S. Cirrhosis of the liver. Thomas. 
1960. 

Rider, J. A. Disturbances in gastrointestinal mo- 
tility. Thomas. 1960. 

Spencer, R. P. The intestinal tract. Thomas. 1960. 


Geriatrics 


Burgess, E. W. Aging in western societies. U. of 
Chicago Press. 1960. 


Hemorrhagic Diseases 


Ratnoff, O. D. Bleeding syndromes. Thomas. 1960. 


State Medical Library 


Mental Health 
Bower, E. M. Early identification of emotionally 
handicapped children. Thomas. 1960. 
Medical Education 
Medical Exam Pub. Co. Medical examination re- 
view book. Basic Science. 1960. 
Nutrition 
Bender, A. E. Dictionary of nutrition and food 
technology. Academic Press. 1960. 
Ophthalmology 
Haessler, F. H. Eye signs in general disease. 
Thomas. 1960. 
Orthopedics 


DePalma, A. F. Clinical orthopaedics. Lippincott. 
1960. 


Mandarino, M. Chemical osteosynthesis in ortho- 
pedic surgery. Thomas. 1960. 
Radiation & Radiology 
Cronkite, E. P. Radiation injury in man. Thomas. 
1960. 
Overman, R. T. Radioisotope technique. McGraw- 
Hill. 1960. 
Rheumatic & Arthritic Diseases 
Walrad, R. Misrepresentation of arthritis drugs 
and devices in U. S. Arthritis Foundation. 1960. 
Surgery 
Moore, F. D. Metabolic care of the surgical pa- 
tient. Saunders. 1959. 
Urology 


Flocks, R. H. Radiation therapy of early prostatic 
cancer. Thomas. 1960. 


IN A QUANDARY trying to explain medical 
care costs in the light of today’s over-all rising 
prices? If so, you'll be interested in the pages 
from the American Medical Association’s new 
booklet “The ? Cost of Medical Care.” The 
16-page cartoon pamphlet is being distributed 
through the Kansas Medical Society. For your 
copy, just write to the JOURNAL. 
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The new Blue Shield Service Statements introduced 
late in 1960 on tab cards are now in use on a state- 
wide basis. There has been excellent acceptance of 
the new claim forms, and we are eager that the new 
procedures become a smooth operation as soon as 
possible. Some of the most frequent questions Blue 
Shield has received from physicians and medical as- 
sistants are discussed below and perhaps will be help- 
ful to you. 


Q. 
A. 


When should the new forms be used? 

The new forms may be used immediately even 
if you have a supply of the old forms. How- 
ever, the old Service Statements may still be 
used until your supply is exhausted, or they 
may be returned to the Topeka office, or dis- 
carded. 


. Can more than one service be reported on the 


new forms? 


A. Yes. Any or all professional services for the 


same patient may be reported on one card form. 


. There is no specific place on the form for “‘acci- 


dent date” and some of my Service Statements 
are being returned. Can you clarify this situa- 
tion? 


. Although the form does not provide a specific 


section for the accident date, this information 
is needed for services involving accident-x-rays 
or emergency first aid. The date of the acci- 


Blue Shield 


New Service Statements 


for intensive medical care or individual con- 
sideration cases ? 


. In general, the answer is no. Certain needed 


information for Review Committee cases is not 
routinely asked for on the new forms. It is 
much better to use the special forms (34-15 
and 34-16) for reporting Intensive Medical 
Care or Individual Consideration ‘cases. 


Q. The new forms have a specific place for pro- 


cedure code. What is this and is it necessary? 


. The “procedure code” refers to the code num- 


ber in the Participating Physician’s Manual 
that immediately precedes the description of 
service. For example, the procedure code for 
an appendectomy is 3261. 

Although it is very helpful to the Blue Shield 
personnel processing the Service Statement, it 
it not necessary to report the procedure code. 
The reporting of services by the procedure code 
may avoid an incorrect interpretation of services. 


Q. What additional information reported from the 


physician’s office would be helpful? 


A. The new forms were pre-coded with the physi- 


cian’s name and Blue Shield payment number. 
In some cases it is necessary for the Blue Shield 
office to write the physician. Therefore, it 
would be helpful if the person filling out the 
Service Statement would type in the physician’s 
address. 


dent should be placed on the Serv ice Statement Any additional questions concerning the Service 
near the “diagnosis” or the “description” of Statements should be directed to the Physician Rela- 
services. tions Department at the Blue Shield Office at 1133 


Q. Was it intended that the new forms be used Topeka Boulevard in Topeka. 
137 


os 
TO 
| 
| 
| 
| 
| 
j 
| 
| 
| 
| | 
| 
| 
4 
| 
| | 
d 
> 


138 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


MAKE YOUR 
RESERVATIONS NOW 


For the 102nd Annual Convention 
Wichita, Kansas May 1-3, 1961 | 


Some Facilities Available: | 


Allis Hotel 
200 South Broadway 


Broadview Hotel 
101 North Waco 


Eaton Hotel 
523 East Douglas 


Kersting Hotel 
320 North Market 


Lassen Hotel 
First & Market 


Lincoln Hotel 
333 North Market 


McClellan Hotel 
229 East William 


Renfro Hotel 
612 East Douglas 


Shirkmere Hotel 
256 North Topeka 


Municipal Forum 
221 South Water 


a 


Auto Motel 
1230 North Broadway 


Casa Siesta Motel 
4449 South Broadway 


English Village Motor Lodge 


6727 East Kellogg 


Holiday Inn Hotel 
7411 East Kellogg 


Kellogg Motel 
7307 East Kellogg 


Leon Motel 
4459 South Broadway 


Sands Motel 
8401 West Hyway 54 


Schimmel Inn 
8401 East Kellogg 


Starlight Motor Lodge 
6345 E. Kellogg 


Town & Country Lodge 
4702 West Kellogg 


Town Manor Motel 
1112 North Broadway 


Uptown Motel 
1421 North Broadway 


Wheat State Motel 
8410 East Kellogg 
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The Gill Memorial Eye, Ear and Throat Hos- 
pital announces the program of the Thirty-Fourth 
Annual Spring Congress in Ophthalmology, Oto- 
laryngology and allied specialties. The meeting will 
be held April 3 through April 8, 1961, at the 
Patrick Henry Hotel, Roanoke, Virginia. 

Interested registrants will please write directly to 
E. G. Gill, M.D., Box 1789, Roanoke, Virginia. 


The next scheduled examinations of the Ameri- 
can Board of Obstetrics and Gynecology (Part II), 
oral and clinical for all candidates will be conducted 
at the Edgewater Beach Hotel, Chicago, Illinois by 
the entire Board from April 8 through 15, 1961. 
Formal notice of the exact time of each candidate's 
examination will be sent him in advance of the exam- 
ination dates. 

Candidates who participated in the Part I Exam- 
inations will be notified of their eligibility for the 
Part I] Examinations as soon as possible. 

All candidates, eligible for the Part II Examina- 
tions, who have applied for the first time in 1960, 
will be required to submit a duplicate list of the 
hospital admissions as contained in their application. 

The deadline date for the receipt of new and re- 
opened applications for the 1962 examinations is 
August 1, 1961. Candidates are urged to submit 
their applications as soon as possible before that 
time to Robert L. Faulkner, M.D., 2105 Adelbert 
Road, Cleveland 6, Ohio. 


The Annual Midwestern Section Meeting of 
the Association for Research in Ophthalmology will 
be held in Wahl Hall Auditorium at the University 
of Kansas Medical Center on April 29 and 30. Ad- 
mission is free and any Doctor of Medicine is in- 
vited and encouraged to attend. Inquiries regarding 
the meeting should be directed to Larry L. Calkins, 
M.D., Department of Ophthalmology, K.U.M.C., 
Kansas City 12, Kansas. 


Announcements 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CaLenpaR. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


The Fifth Post-Graduate Course on Fractures 
and Other Trauma sponsored by the Chicago Com- 
mittee on Trauma of the American College of Sur- 
geons will be held April 19 through 22, 1961, at the 
John B. Murphy Memorial Auditorium, Chicago, 
Illinois. 

Interested registrants should address all inquiries 
to Dr. John J. Fahey, who is Chairman of the Com- 
mittee on the Post-Graduate Course on Fractures and 
Other Trauma, 1791 West Howard Street, Chicago 
26, Illinois. 


Plan to attend the Thirteenth Annual Conven- 
tion of the International Academy of Proctology at 
the Drake Hotel, Chicago, Illinois, April 8 through 
13, 1961. A seminar on practical technics for office 
and hospital is being planned. There will be special 
emphasis on anal and rectal panel presentations, and 
on newer treatment methods. 

Eminent speakers from all parts of the country and 
abroad will present interesting papers and motion 
picture demonstrations of their personal techniques. 


A Symposium on Pediatric Surgery wili be held 
at the New York University Medical Center, New 
York City, May 4 through 6, 1961, under the direc- 
tion of Donald A. Davis, M.D., professor of clinical 
surgery. 

The purpose of this symposium is to present the 
latest methods and techniques of both diagnosis and 
surgical management of surgical conditions in the 
newborn and older children. The program has been 
planned to attract not only the surgeon but also the 
pediatrician and the general practitioner. The pres- 
entation will be in panel form, with authorities in 
the field of pediatric surgery taking part. 

Information and applications are available by 
writing to: Office of the Associate Dean, New York 
University Post-Graduate Medical School, 550 First 
Avenue, New York 16, N. Y. 
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Obituaries 


ELDON S. MILLER, M.D. 

Dr. Eldon S. Miller, 57, leading Kansas City special- 
ist in internal medicine, died in his office on January 
14. 

He was born in Smithville, Missouri, on September 
24, 1903 and was a graduate of the University of 
Kansas Medical School. Dr. Miller moved to Kansas 
City, Kansas, in 1929 and had lived in that area since 
then. 

He served his internship at St. Louis City Hospital 
and took postgraduate training in internal medicine 
with an emphasis on diabetes. 

He was a member of the Welborn Community 
Church, a past president of the Wyandotte County 
Medical Society and the Diabetes Association of 
Greater Kansas City. He was also a member of the 
American Medical Association. 

He is survived by his widow, Mrs. Desma L. Miller, 
three sons, two brothers, and two sisters. 


CHARLES C. HAWKE, M.D. 

Dr. Charles C. Hawke, 75, Winfield physician and 
surgeon, died January 13 in Pasadena, California, 
after suffering a heart attack earlier in the day. He 
had gone to Pasadena for a short visit with his sister, 
Miss Margaret Hawke. 

Dr. Hawke was born August 4, 1885, in North Da- 
kota. He was graduated from the University of Minne- 
sota School of Medicine in 1913. After serving as an 
intern in the Denver City and County Hospital, he 
went to Winfield in 1914 to practice. 

He was a charter member of the Winfield American 
Legion, a member of the Grace Episcopal Church 
and had served several terms as city commissioner and 
mayor. 

He is survived by two daughters, four grandchildren, 
one great grandchild, and one sister. 


JOHN D. HILLIARD, M.D. 

Dr. John D. Hilliard, 43, of Medicine Lodge, died 
at the University of Kansas Medical Center on Janu- 
ary 22, following a short illness. 

He was born on June 28, 1917, in Freeport, Kansas. 
He was graduated from the Kansas University School 


of Medicine in 1942. He served in the U. S. Army from 
1944 to 1946 and began his practice in Medicine Lodge 
in 1951. 

Dr. Hilliard was a member of the Tri-County Medi- 
cal Association, the American Medical Association, was 
president of National Cerebral Palsy of Kansas, and a 
Fellow of American Academy of General Practice. 

Survivors include his wife, Jane; four daughters, 
Nancy, Mary Jo, Patricia and Barbara of the home; 
and one brother. He was preceded in death by a son 
in 1960. 


ROSCOE T. NICHOLS, M.D. 

Dr. R. T. Nichols, 80, of Hiawatha, died at Fitz- 
simons General Hospital at Denver on January 22. 

He was born in Iowa in 1881 and was graduated 
from Northwestern University Medical School in 1902. 

He was a member of the staff of the Hiawatha Com- 
munity Hospital, president of the Hiawatha Masonic 
Temple board, president of Hiawatha United Funds 
and was serving as Brown County health officer. He 
was a past member of the Kansas State Board of 
Health and many other civic and community groups. 

Dr. Nichols is survived by two sons, Col. H. D. 
Nichols, Manhattan, Col. R. T. Nichols, Jr., Houston, 
Tex.; and one daughter, Miss Alice Nichols, New 
York City. 


JAMES A. SIMPSON, M.D. 

Dr. J. A. Simpson, 79, Salina physician and obste- 
trician, died on January 18 at St. John’s Hospital fol- 
lowing a lengthy illness. 

He was born September 24, 1881, in Modoc, Illinois. 
He was a member of the Roman Catholic Church, a 
member of the Knights of Columbus and was a 
charter member of the Salina Kiwanis Club. 

Dr. Simpson moved to Salina in 1905 after he was 
graduated from the American Medical College at St. 
Louis. He celebrated his 50th year in medicine in 
May, 1955, and retired in 1958 to devote his time 
to his hobbies. 

Survivors are his widow, Gertrude, two sons, one 
daughter, a brother, two sisters, 17 grandchildren, and 
one great-grandchild. 
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In the January, 1961, meeting of the Republic 
County Medical Society, the following officers were 
elected: Herbert D. Doubek, M.D., Belleville, Presi- 
dent and Perry Hunsley, M.D., Belleville, Secretary- 
Treasurer. 


Dr. Zane R. Boyd, Wichita, was one of 46 physi- 
cians who recently attended a two-day postgraduate 
course in obstetrics and gynecology at the University 
of Nebraska College of Medicine, Omaha. 


Drs. Jack Tiller and Larry E. Vin Zant, Wichi- 
ta, were among those attending the Sectional meeting 
of the American College of Surgeons in Mexico City, 
Mexico, January 23-26. 


The Northwest Kansas Medical Society had its 
postgraduate course at Colby on February 1. Doctors 
attending were Dr. E. F. Steichen, Leonora; Dr. 
H. S. Bennie, Almena; Dr. Walter Furst, Norton; 
and Drs. Robert Long, F. D. Kennedy, A. E. 
Cooper all of Norton. 


Dr. Henry T. Gray attended the American Acad- 
emy of Dermatology and Syphilogy in Chicago, De- 
cember 3-8. He presented a paper and showed slides on 
“Gingivitis and Other Dermatosis with Pregnancy.” 


Dr. C. T. Hagan, Wichita, who began his in- 
ternship at St. Francis Hospital 17 years ago, was 
elected recently to the presidency of the hospital’s 
medical staff. 


J. Gordon Claypool, M.D., Howard, has been 
notified that he has been made a Fellow of the 


Personalities—in KANSAS MEDICINE 


American College of Physicians. His fellowship will 
be conferred at the next annual meeting of the 
American College of Physicians in May of this year 
at Miami, Florida. 


Dr. B. M. Matassarin attended the Ninth Post- 
gtaduate Course in “Diabetes and Basic Metabolic 
Problems” (American Diabetes Association) at Louisi- 
ana State University School of Medicine at New 
Orleans, January 18-20. 


The third in a series of six postgraduate symposi- 
ums was presented in Concordia by the University of 
Kansas School of Medicine faculty on January 31. 

Doctors appearing on the program were: Dr. An- 
toni M. Diehl, Associate Professor. of Pediatrics, 
who spoke on “Congestive Heart Failure in Chil- 
dren”; Dr. Marvin Dunn, Associate in Medicine, 
“Physiological Factors in Peripheral Vascular Dis- 
ease” and “Pseudoinfarction Syndromes’; Dr. 
Creighton Hardin, Associate Professor of Surgery, 
“Surgical (Renal Artery) Treatment of Hyperten- 
sion” and “Management of Acute and Chronic Deep 
Thrombophlebitis” and Dr. Bernard Klionsky, As- 
sistant Professor of Pathology. ' 


Drs. H. O. Anderson, Ward A. McClanahan, 
and H. O. Marsh, Wichita, were among those at- 
tending the American Academy of Orthopedic Sur- 
geons Meeting in Miami Beach, January 8-13. 


Dr. Robert E. Pfuetze, Topeka, was installed as 
president of the medical staff of St. Francis Hospital 
on January 23. Other officers installed are: Dr. W. L. 
Beller, Topeka, vice president, and Dr. G. W. Nice, 
Topeka, secretary. 
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The Kansas Medical Society—1960-1961 


OFFICERS COUNCILORS 
: i istrict 2. anley, Kansas Cit: 
President Elect... -Harold M. Glover, Newton District 3. George R. Maser, 
Immediate Past President..... Glenn R. Peters, Kansas City peace 4. - Dick B. McKee, Pittsburg 
: hi istrict 5. - Ralph G. Ball, Manhattan 
First Vieo President Norton L. Francis, Wichita District 6. James A. McClure, Topeka 
Second Vice-President........ H. St. Clair O’Donnell, Ellsworth District 7. . L. Morgan, Emporia 
: District 8. . J. Gordon Claypool, Howard 
George E. Burket, Jr., Kingman District 9. "ohn C. Mitchell, Salina 
Treasurer....... John L. Lattimore, Topeka 10. chs N. plesk , Hutchinson 
chi istrict 11. --William J. Reals, Wichita 
A.M.A. Delegate, 1960-1962...George F. Gsell, Wichita Abert Wellin 


Cherner, Hay: 

Cini Cavanaugh, Creat Bend 
. Lyle Glenn, Protection 

. Edward F. Steichen, Lenora 
John O. Austin, Garden City 


A.M.A, Alternate, 1960-1962..H. St. Clair O’Donnell, Ellsworth District 13. 
A.M.A. Delegate, 1961-1963...Lucien R. Pyle, Topeka 


A.M.A, Alternate, 1961-1963..Glenn R. Peters, Kansas City District 16.. 
Chairman of Editorial Board. .Orville R. Clark, Topeka 


OFFICERS OF COMPONENT SOCIETIES—1960 


Society President Secretary 

cen A. B. McConnell, Burlington... Henry J. Dick, Jr. Burlington 

Marshall W. Randel, - D. M. Diefendorf, Waterville 

iami. - Robert E. Banks, Paola.. ..++Donald H. Morrison, Paola 
Mitchell H. B, Vallette, .-J. F. Nienstedt, Beloit 
Montgomery ‘William T. Read, motes oe .. Albert E. Martin, Jr., Coffeyville 

orris -Robert W. Blackburn, -+James E. Schultz, Council rove 
-V. E. Brown, Sabetha....... - Cecil C. Hunnicute, Sabetha 
-Ruben J. Burkman, Chanute. . --Donald E. Ray, Chanute 
Kansas. Hiesterman, Quinter Richard Penfold, Quinter 


. E. Henshall, Osborne 


‘Downs. . 
L. Patterson, Larned 


O. R. Cram, Larned.. 


4 L. Ruble, Jr., Overbrook 


Pottawatomie. . <a Fred E. Brown, St. Marys 
ROMO. R. Moorman, Hutchi -Tom W. Stivers, Hutchinson 
H. D. Doubek, Belleville. . -Perry U. Hunsley, Belleville 
Lewis T. Bloom, Sterling. . Sterling 

George S. Bascom, Manhattan -W. Graham Calkins, Manhattan 

Henry S. Dreher, Salina Frederick A. Gans, Salina 
Clyde W. Miller, Wichita. aul A. Kaelson, Jr., Wichita 
Otto F. Prochazka, Liberal... - Harold Dittemore, Libera 

Sm D. A. Hardman, Smith Center.. Smith Center 
South Central Tri-County.............. P. M. Hulett, -M. D. Christensen, Kiowa 
O. W. Longwood, Stafford ...C. Everett Brown, Stafford 
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ADVERTISEMENTS 


LOwers propulsive 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
Staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 
DOSAGE: The recommended initial dosage for 


adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 


MOTILity 


‘{, Stops diarrhea promptly 


‘Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (12400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «& co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


Last...New Cook Book Designed 


< 


q 
4 
4 
5 
a Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. 


Prevent Overweight 
Through Better Habits 


Recipes and Menus that Provide Satiety and Appetite Appeal 


The Cook Book of Glorious Eating for Weight 
Watchers fills the long-felt need for a weight 
control plan that is workable for everybody in 
the family. Realistic regimens are built around 
good, natural, readily-available foods enhanced 
by delicious methods of preparation. In place 
of “fad diets” or tasteless formulas, it provides 
for truly appetizing meals. It teaches and en- 
courages the development of the healthful eating 
habits that can prevent overweight, America’s 
#1 Health Problem. This full-color Cook Book 
contains 100 pages—248 delicious recipes each 
with calorie counts. Complete menus are here at 
3 calorie levels—1200, 1800, 2600. Calorie levels 
are related to “best” weights by sex, age, size 
and extent of activity. 


Many diets fail because they are “crash” pro- 
grams only temporary in effect. Other diets are 
unbearable because they are monotonous and 
tasteless. 


The Wesson way offers calorie controlled menus 
that emphasize appetite appeal, variety and 
satisfaction. They fulfill the recommended di- 
etary allowances of the Food & Nutrition Board 
of the National Research Council. 


All menus provide the proper amount of protein, 
carbohydrates, fat and the other essential 
nutrients. The principles of good nutrition are 
included to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according 
to his individual needs. 


Advance copies for physicians. “The Cook Book 
of Glorious Eating for Weight Watchers” has 
not yet been released to the general public. If 


you would like an advance copy for yourself, 
together with forms to enable patients to obtain 
their own free copies, please fill in coupon below. 


Poly-unsaturated Wesson is un- 
surpassed by any readily: avail- 
able brand where a vegetable 
(salad) oil is medically recom- 
mended for a cholesterol depres- 
sant regimen. As an aid to 
physicians, Wesson has made 
available “‘Your Cholesterol De- 
pressant Diet Book’’. This book is for professional 
distribution only—not offered to laymen. 


Please do not confuse that offer with this one. 
“The Cook Book of Glorious Eating for Weight 
Watchers” will be offered to the general public. It 
should be explained that this is not a reducing 
manual. Rather, it marks the first time that a 
major food manufacturer has taken so important a 
step in the interest of prevention of obesity. 
Therefore, it is expected that this new book will 
be highly useful to physicians in their practice. 


The Wesson People, Dept. M, 
210 Baronne St., New Orleans 12, La. 


Glorious Eating for Weight Watchers.” 


More blanks will be sent me if requested. 


Please send me my free advance copy of ‘‘The Cook Book of 


Two dozen order blanks will be included for distribution to my 
patients who will receive free copies in return for 1 Wesson label. 


(ADDRESS) 


(CITY, ZONE, STATE) 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated. 
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ADVERTISEMENTS 


new clinical stud 
cites beneficial 
results in over 
90% of cases in 


Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured sktn achieved these excellent 


results: 
CASES AFTER SARDO* 
Excellent Good Poor 

49 Senile skin 32 13 4 
26 Dry Skin in younger 

patients (diabetes, etc.) 14 11 1 
20 Atopic dermatitis 8 10 2 
13 Actinic changes 9 4 ~ 
10 Ichthyosis 3 4 3 Pett 
Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 4 
10 Neurodermatitis 10 


SARDO acts’ to (A) lubricate and soften skin, (B) replenish natural 
emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 
therapy. 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 
ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 


1. Weissberg, G.: 


Clin. Med., June 


1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 


: Sardeau, Ine. 75 East 55th Street, New York 22, N. Y. 
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ADVERTISEMENTS 


a new diuretic 
with an 
unsurpassed 
faculty for 

salt excretion 


salt goes, goes edema 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that reduces edema by applying the basic 
principle that “increased urine volume and loss of body 
weight are proportional to and the osmotic consequences 
of loss of ions.”! NaClex limits the reabsorption of 
sodium and chloride ions in the renal proximal tubules 
with a relative sparing of potassium. The body’s homeo- 
static mechanism responds by increasing the excretion 
of excess extracellular water. Thus the NaClex-induced 
removal of salt leads to a reduction of edema. 


a unique chemical structure: 

NaClex (benzthiazide) is a new molecule which provides 
a “pronounced increase in diuretic potency’? over its 
antecedent sulfonamide compound. On a practical, 
clinical basis it is unsurpassed in diuretic potency. 


NaClex produces diuresis, weight loss, and symptomatic 
improvement in edema associated with various condi- 
tions. It also has antihypertensive properties and may 
be used alone in mild hypertension or with other anti- 
hypertensive drugs in severer cases. 


Available in 50 mg. tablets. Literature on request. Sold in 
Canada under the tradename EXNA. 1. Pitts, R. F., Am. F. 
Med., 24:745, 1958. 2. Ford, R. V.,Cur. Ther. Res., 2:51, 1960. 


A. H. ROBINS CO., INC., RICHMOND, 20, VA. 


NaClex 
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ay become more 
just a cold 


According to a report by the Council on Drugs | 

of the American Medical Association,* 

R, - symptomatic relief of aches, pains, antibiotics may be administered for prophylaxis 
fever, coryza and rhinorrhea associated Ent d harterial i d in th 
withaipper teapiratory Infections against secondary bacterial invaders in the 

following types of patients with influenza: 


Only a single prescription provides: 


¢ effective antibiotic action against 


secondary infections caused pregnant women; debilitated infants; 

by tetracycline-sensitive pathogens 

suse ee older individuals; patients being treated for other | 

Each bacterial infections with chemotherapeutic 

TETREX-APC with BRISTAMIN | 

s Capsule contains: agents, and patients with chronic, nonallergic 

NTIBIOTIC 

TETREX (tetracycline phosphate complex i i q 

equivalent to tetracycline HC1).........ssssesseseeseseee 125 mg. ome iratory disease 

ANALGESIC — ANTIPYRETIC *Council on Drugs, J.A.M.A. 165:58 (Sept. 7) 1957. 

Aspirin 150 mg. | 

Phenacetin 120 mg. | 

Caffeine 30 mg. | 

| 

BRISTAMIN (phenyltoléxamine citrate) mg. BRISTOL LABORATORIES 
Dosage: = 2 capsules 3 or 4 times a day for 3 to 5 Div. of Bristol-Myers Co. BRISTOL[ 


Children: 6 to 12 yrs.: One-half the adult dose. 
Supplied: Bottles of 24 and 100 capsules. SYRACUSE, NEW YORK 


Pain Reliever 


Professional confidence in the uniformity, 
potency and purity of Bayer Aspirin is evi- 
denced by ever increasing recommendation. 
Today Bayer Aspirin is the most widely 
accepted brand of analgesic in the world. 

We welcome your requests for samples 
of Bayer Aspirin and Flavored Bayer Aspirin 
for Children. 


THE BAYER COMPANY, DIVISION OF STERLING DRUG INC., 1450 BROADWAY, NEW YORK 18, N.Y, 
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over five years 


Proven 
mn more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


l simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


C 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 mg. unmarked, coated tablets; and 

as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


Qf)’ WALLACE LABORATORIES / Cranbury, N. J. — 
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...for the tense and nervous patient 


Despite the introduction in recent years of ‘“‘new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. ' 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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NEW analgesic 


Kills 


: 
Sy 


stops tension 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.” Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.* 


Composition: Soma (carisoprodol), 200 mg.; 


j phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


Dosage: 1 or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (Yompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only %4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires 2 grain. 
Composition: Same as Soma Compound plus % grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


WALLACE LABORATORIES Cranbury, N. J. 


*References available on request. 
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Velcro Tab Rib Belt. New 


P.& H elastic rib belt 
with 2” Velcro closure 
tabs gives an exact fit— 
no buckles or snaps. 
From P & H complete 
line of surgical supports. 


New Wilson Disposable 
Glove. ‘‘Tru-Touch’’ 
seamless, poly Minas 
gloves give you the fit 
and extra sensitivity of 
rubber gloves, yet are 
priced low enough to be 


truly disposable. 


New Ethicon Surgiset 
Complete emergency 
suture assortment in 
handy rack. Three 
dozen sutures (nylon 
silk, dermal) each foil 
ackaged, electron 
m sterilized . . . each 
with swaged reverse 
cutting needle. 


& 


PHYSICIANS & HOSPITALS 
SUPPLY COMPANY 


1400 Harmon Place 


ADVERTISEMENTS 


Pocket-size Case. From 
our complete instru- 
ment department— 
Welch Allyn Compact: 
otoscope, opthalmo- 
scope, accessories, and 
case. Complete asshown 
or fitted case only. 


New P & H Econpac. 
Complete kit for sen- 
sitivity testing—in 
practical quantity of 6 
agar plates, 6 sensitivity 
test rings, 12 sterile 
swabs. Ask for list of 53 
media available. 


for expensive equip- 
ment. Kit contains suf- 
ficient reagents for 30 or 
more complete tests in- 


cluding calibration. 


New Emdee Bag. Choose Nylon Autoclave Film. 


from 5 leathers, 15” or 
17” size. Bag opens to 
lie completely flat. One 
side has elastic straps 
and Urethane lining. 
Reinforced construc- 
tion, pilfer-proof lock. 


moidoscope. Autoclav- 
able, all parts inter- 
changeable. Brilliant 
distal illumination, ao 
specular reflection. 
essed lamp and light 
carriers. From our in- 
strument department. 


® Minneapolis, Minnesota 


Providing the most complete stock of medical supplies in your area 


need for virginal width 
speculum. lades only 
ae wide—yet 4” long 
or normal one view- 
ing. Solves problem of 
unusually small vagi 
orifice. 


New Welch Allyn Sig- New Speculum. Satisfies Falcon Swube. Dispos- 


Dial-A-Therm Sterilizer. 
Positive top-to-bottom 
antisepsis for up to 11 
thermometers, any 
type, with one always 
ready for use. Uses cold 

terili izing solution. 


ASK YOUR P&H 
@ REPRESENTATIVE FOR 
@ ADDITIONAL INFORMATION 
AND PRICES 


This new nylon auto- 
clave material is trans- 
parent—no labelin 

necessary. Materia 
may be used over and 
over. Two thicknesses, 
12 widths, 1” to 20’. 


able, sterile cotton 
swabs ina tube. 4styles: 
single, double, sheath, 
paddle. Helps maintain 
sterile procedures, sim- 
plifies handling, 
observation. 


ARE YOU RECEIVING 
OUR MEDICAL 
PRODUCTS BULLETIN? 


Make sure you get it 
every month. 

Call or mail in your 
name and address. 


Thyro PBI Kit. New PBI 
| 
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ADVERTISEMENTS 


COLDS AND SINUSITIS— 
THE RIGHT AMOUNT SPACE” 


causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 


ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


I) LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
New York 18, N.Y. age of tissue without interfering with ciliary activity 


or the protective mucous blanket. 


4 ® For wide latitude of effective and safe treatment, 
NEO SYN Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride) sprays for adults and children; in solutions from 


hydrochloride %y% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS soluble jelly. 
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ADVERTISEMENTS 


extraordinarily effective diuretic..” 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
é K (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
é K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 


Naturetin Naturetin'K ©. 


Squibb Benzydroflumethiazide 


uibb Benzydrofiumethiazide with Potassium Chloride 
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Put your 
low-back patient 
SS back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


be HOW SOMA HELPs: Soma provides direct pain relief 
_ while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


® 
Wallace Laboratories, Cr. 


(carisoprodol, Wallace) 
anbury, New Jersey 


j ; 
The muscle relaxant with an independent pain-relieving action 
i 
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Following determination 
of basal secretion, ulcer sa 
intragastric pH was 


continuous! y determined 
by means of frequent 
readings over a 

two-hour period. 


one Data based on pH measurements in 11 patients with peptic ulcer! __ 


5.0 49 4.9 4.9 


Neutralization 
with standard 


aluminum hydroxide 


CREAMALIN 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 
New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘“‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis - from 2 to 4 tablets every two to four hours. Tablets may 
d whole with water or milk, or er gs to dissolve 


in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 
1. Data in the files the Department of Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES 


Pharm. A. (Scient. Ed.) 48: 384, July, 1959. 


New York 18, N. Y. for peptic ulcer = gastritis = gastric hyperacidity 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL PHYSICIANS 
SURGEONS 


DENTISTS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE 


DORNWAL? IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “Genericist”, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known, There 


have been no reports or evidi of ion or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from d 


effects when administered at recommended dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 


POW-11 
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Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


The Journal accepts short classified 
advertising from the members of the 
Kansas Medical Society without a charge. 
These ads run in three consecutive issues 
of the Journal and are keyed with a 
correspondence number. All replies are 
forwarded immediately to the advertiser. 
Other brief classified ads are accepted 
from members of the medical profession 
only upon approval of the Editor or 
Editorial Board. 


To train the doctors of tomorrow, 
medical education needs your help today 


Give to the 
school of your choice 
through AMEF 


535 N. Dearborn St., Chicago 10, Ill. 


American Medical Education Foundation 


Reliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


WAYNESNDIANA 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: Robert E. McCurdy, Rep. 


8917 W. 94th Street, Overland Park, Kansas 


Tel. LOgan 1-1498 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Aristocort 


Triamcinolone LEDERLE 


OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


i 
i j 


-problem” patients... 
corticosteroid therapy isindieated” 


“general 


ADVERTISEMENTS 


Aristocort...) 


unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 


inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “special-purpose”’ steroids.! 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.':2 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates’ have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.’ 


Hollander! points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.? 


References: 1. Hollander, J. L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T.H.: Nebraska M. J. 44:377 (Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 


1958. 


Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 


chicken pox. 


Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 


16 mg. (white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 


Breast prostheses Lumbo-sacral belts 
Maternity brassieres 
Maternity belts 


Trusses 


Cervical braces 
Taylor back braces 
Rib belts 

Pelvic traction belts 


Fittings by prescription only 
Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 


Sick Room Equipment 
Health Machines 


* RENTALS — SALES * 
Invalid Walkers Exercycle 
Wheel Chairs Massage Belts 
Hospital Beds Exercise Bike 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


By 
Patronizing 
Our 
Advertisers 
You Help Support 
Your 


Journal 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


Dollars Today— 
—Doctors Tomorrow 
American Medical Education Foundation 


535 N. Dearborn Street, Chicago 10, Illinois 


CLASSIFIED ADVERTISEMENTS 


SOUTHEAST KANSAS: For sale or lease, modern, com- 
pletely equipped, X-ray, 8 room office designed to accommodate 
one or two doctors. Two story building; office on 1st floor; 
upstairs suitable for living quarters or rental, county seat 
town of 3300, trade area 10,000, new 40 bed hospital, high 
school, 3 grade schools, 1 parochial school, 25 miles from 
ie lin, Mo., Miami, Okla. and Pittsburg, Kansas. Well estab- 
be _ 17 years practice. Doctor deceased. Write the JourNAL 


KANSAS—central; death of physician with fifty year 
practice grossing $40,000.00; six-room office with rentable 
apartments above; equipped with x-ray machine and air 
conditioning. Contact ohn Henry Lewis, Hoisington, Kansas. 


WISCONSIN OPPORTUNITY—Director, Community Men- 
tal Health Services. Help develop community mental health 
consultant service of state Division of Mental Hygiene. 
Start $19,860. Range to $21,660. Need certification, and 
supervised work in a child psychiatry training program or 
two years in a community mental health or clinic program. 
Write Dr. Leonard J. Ganser, Director, 1552 niversity 
Avenue, Madison, Wisconsin. 


LIKE TO LEAVE YOUR PRACTICE for one or two 
years starting July, 1961? Already licensed, desire locum 
tenens doing solo general practice in one doctor town before 
continuing academic career. Write 1-361, in care of the 
JourNAL. 
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THE LATTIMORE-FINK 


Regularly? 


LABORATORIES If Not... 


Have You Notified the Society’s 


basse EI Dorado Executive Office of Your New Address? 
ansas 
Send all changes of address to: 
A. A. Fink, M.D., Pathologist-Director THE KANSAS MEDICAL SOCIETY 
C. G. Hermann, M.D., Pathologist 315 W. 4th Street 
J. L. Lattimore, M.D., Pathologist Topeka, Kansas 
H. C. Ebendorf, M.T., Serologist 
A. C. Keith, B.S., Chemist 
L. A. Hull, A.B., Bacteriologist 
The Neurological Hospital 
P 2625 West Paseo Blvd. 
Anatomical and Clinical Kansas City 8, Missouri 
Pathology Harrison 1-0623 
A.M.A. Approved School of x * 


A voluntary, nonprofit facility for the treat- 
ment of acute psychiatric disorders, alcohol- 

_ ism, drug addiction; and the long term care 
Containers Furnished Upon Request of the geriatric patient. 


Medical Technology 


3-dimensional 


support for 
patients 


BOLSTERS... tissue metabolism 
A interest, vitality 
Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


efe 
A failing nutrition 
Each capsule contains: Ethinyl Estradiol 0.01 mg. * Methyl 50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ¢ Vitamin E E 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. « Vitamin ocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. « 
A Fema 5,000 U.S.P. Units « Vitamin D 500 U. 'P. Units « errous Fumarate (Elemental iron, 10 mg.) 30.4 mg. @ | ine 
with AUTRINIC® Intrinsic Factor 1/15 ‘as mg. Calcium (as CaHPO,) 35 mg. Phosphorus (as 
U. P. (Oral) * Thiamine Mononitrate (B,) 5 mg. Fluorine (as CaF) 0.1 mg. Copper (as Cu0 


every morning 


© Ribo- 
(B,) 5 mg. Niacinamide 15 mg. Pyridoxine HCI (B,) (as K,S0,) 5 mg. langanese (as MnO: 
. © Calcium Pantothenate 5 mg. ¢ Choline Bitartrate i me. 
25 me. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate jal a2B,07.10H,0) 0.1 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York p> 


Zinc (as ZnO) 0.5 mg. Magnesium {meo) 1 mg. * Boron 
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DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 


FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what’s more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist”, Dornwal is amphenidone 
No absol traindi to the use of Dornwal are known. There 


have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when administered at recommended dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N. d. 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 
*“benign’’ 
glycosuria... 
danger sign 


“Benign” glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 


betics, 96 had been informed of “benign” glycosuria prior 
to development of diabetes.* 


If these patients had periodically. tested their urine after 
the first finding of glycosuria, many of them might have de- 
tected recurrence of glycosuria—thus permitting earlier 

diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, even when only occasional, 
should always arouse suspicion of 
latent diabetes. 


*Pomeranze, J.: J. New York 
M. Coll, 7:32, 1959. 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 

practicality is increased when the patient charts 
his findings on the CLiniTest® Graphic Analysis 
Record. This chart frees the physician from dependence 
on the patient’s memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 


for follow-up of ‘‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


color-calibrated 


CLINITEST 


BRAND Reagent Tablets 


Standardized urine-sugar test for reliable quantitative estima- 
tions familiar blue-to-orange spectrum-—easily interpreted 
results « “plus” system covers entire critical range—includ- 
ing %4% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLIniTEsT Set and each 
tablet refill package. 
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after 5 years of research and 
41,000 patient days of clinical testing 


a new infant formula 
nearly identical to mother’s milk! in nutritional breadth and balance 


Enfamil 


Infant formula 


In a well controlled institutional study,2 Enfamil was thoroughly tested in conjunction with 
three widely used infant formula products. These investigators reported that Enfamil pro- 
duced @ good weight gains @ soft stool consistency © normal stool frequency 


nearly identical to mother’s milk... 
@ in caloric distribution of protein, fat and carbohydrate e in vitamin pattern (vitamin D 
added in accordance with NRC recommendations) ¢ in osmolar load @ in ratio of unsaturated 
to saturated fatty acids e in absence of measurable curd tension . . . enhances digestibility 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the C i on M 1 and Child Feeding of the Food and 
Nutrition Board, National R bh Council: The Composition of Milks, Publication 254, National Acad of Sci and National R b 
Council, Revised 1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks in 
Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:39] (Mar.) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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